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There is no vaccine to prevent AIDS. There is no cure. Yet education 
and information can contain the spread of HIV infection. This is not an 
easy process because large numbers of people in widely diverse cultures 
must learn how HIV spreads and how it does not spread, and then they 
must behave accordingly. Difficult to change, intimate practices are 
often involved. The process of information, education and support for 
behavioural change requires the cooperation and active involvement of 
educational systems in every society. : 


The Global Programme on AIDS congratulates IPPF for its response to 
this need. Considering the importance of sexual transmission to the 
spread of HIV infection, the direct involvement of Family Planning 


Associations everywhere is welcome and significant. This manual is an 
important guide for establishing the nature of this involvement. We 
commen4¢ the spirit of cooperation with WHO and with National AIDS 
Prevention and Control Programmes which is stressed in this manual and 


look forward to the contribution which IPPF and its member Family — 
Planning Associations will make to the control of HIV infection 


throughout the world. 


Dr. J. Mann 


Director 
Global Programme on AIDS 
World Health Organisation 


Revisions 


Since first printing this manual in September 1988, we have had a lot of 
interest expressed by individuals and organisations around the world. 
Although the book was mostly intended for the Family Planning 
Associations that make up our Federation, requests have come from 
other family planning providers, from development organisations, from 
training institutions and from community workers in general. These 
requests meant that we distributed our entire print run of 5,000 copies 
within two months of printing. 


We had also thought that the sister book “Talking AIDS: a guide for 
community workers” would take the place of “Preventing A Crisis”, as 
it concentrates on practical guidelines for field workers - whilst 
“Preventing A Crisis” concentrates on the broader planning and training 
aspects. However, demand has grown for both books. We therefore took 
the decision to print the manual again, and in the process make a number 
of changes throughout the text to be more relevant to the broader 
readership. In addition to updating facts, opinions and figures, we have 
revised extensively the chapter on Training so that it is now more 
practical, and reflects our growing experience of working with Family 
Planning Associations around the world. 


With the new print run, we have joined forces with Macmillan Publishers 
to publish this manual. We hope that this will help availability. 


Finally, our thanks again go to the British Overseas Development 


Administration, whose funding and support have made the new printing 
possible. 


Gill Gordon & Tony Klouda 


February 1989 
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WARNING - This manual contains many statements, diagrams 
and facts that people may find disturbing or offensive. There is 
no intention to offend, but the purpose is to allow people access 
to the full range of facts and possibilities when dealing with HIV 
and AIDS. It will be up to people in their own countries to modify 
the manual for local use, in ways that are culturally sensitive. 
However, one of the themes of the manual is that many of us have 
to learn to live with facts that we may find personally unsettling, 
unpalatable or even disgusting. 


Counselling of people depends on our ability to live with our own 
prejudices and anxieties when dealing with real situations and 
problems. It is well understood that every person and every 
society has difficulty when talking about sexual practises. 
Unfortunately we are now made more aware than ever before of 
our lack of knowledge concerning these practises in our own 
societies. Yet if we are to control the spread of HIV world wide, 
we are now at the time when we have to confront our ignorance 
and our attitudes. 


Hw is a newvirus, transmissible through sexual intercourse or blood, 
which is spreading rapidly in much of the world. This virus can cause a 
condition called AIDS in which people suffer and die from diseases to 
which they would normally be immune. At present there is no cure for 
AIDS| Family planning workers have a special interest in HIV and AIDS 
for two main reasons: 


Family Planning workers already have expertise in the very areas 
that are important for HIV control. Their existing type of work, with 
their current priorities, will be a vital component of national 
approaches and plans. 


All current Family Planning programmes require modification to 
include information about HIV and AIDS, or take account of 
problems posed by HIV or AIDS. 


Page 1 


What Family Planning workers can offer 


Family Planning workers have developed considerable expertise in the . 


following areas, all of which are vital for control of HIV: 

- Counselling and advice about sexual health 

- Skills in communication with defined groups 

- Promotion and teaching of the use of condoms 

~~ Sexual education for young people 

- Programmes concerned with womens’ roles in development 

- Programmes promoting male involvement and responsibility in 


family planning 


- Advice about contraception. This may be especially valuable for 
those who are infected with HIV 


- Counselling about sexually transmitted disease. 


The need to modify programmes 


Family Planning workers have to modify or adapt their existing 
programmes because: 


- many people are bringing their concerns about AIDS to Family 
Planning workers. Staff therefore need to learn how to cope with 
their own anxieties and to counsel others individually or in groups 


- programmes dealing with Sexually Transmissible Disease require 
modification to incorporate information about HIV 


- procedures in service delivery need to be reviewed. 


The response by Family Planning Associations 


Early in 1987, IPPF sent out a questionnaire on AIDS to its 123 member 
Family Planning Associations (FPAs). The 84 replies all indicated a 
concern about AIDS, a wish to contribute to HIV prevention, and a need 
for technical and material support. Up-to-date information, education 
and communication (IEC) materials and condom supplies were high on 
the list of priorities. On the basis of this expressed need, IPPF set up the 
AIDS Prevention Unit in London, funded by the British Government’s 
Overseas Development Administration (ODA), in June 1987. 
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Introduction 


The AIDS Prevention Unit 


The AIDS Prevention Unit works with IPPF Regional staff to: 


- provide materials and support to FPAs in the integration of HIV and 
AIDS into existing programmes 


- assess with the FPAs the implications of HIV and AIDS for different 
components of their programmes 


- assess with FPAs how they might modify their programmes to 
contribute to HIV prevention. This might involve placing more 
emphasis on certain components of the programme, reaching new 
groups or getting involved in new IEC activities 


- provide material and financial support for HIV prevention 
programmes 


- provide funds for training of FPA workers as needed 
- provide consultants for FPAs as needed 


- help coordinate FPA and IPPF contributions to HIV prevention 
with those of national and international organisations. 


Each region and country will want to adopt its own approach to HIV 
prevention, and will interact with the AIDS Unit according to its specific 
needs. In some parts of the world, regional workshops may be useful for 
sharing experience and exploring options for solving common problems. 
National seminars and workshops will be held to develop particular plans 
or design IEC materials. Training programmes can be organised for 
particular tasks and types of workers. 


In response to the need for up to date information on HIV and AIDS, 
the AIDS Unit has produced three documents: 


The first, this manual, is intended to be a planning and programming 
document for senior FPA staff and for people whose work is related to 
family planning. It gives detailed information on all aspects of HIV and 
AIDS, and examines the implications of this information for the different 
components of FP programmes. 


The second is a small guide (“Talking AIDS”) using simpler language, 
aimed at informing front-line FP and health workers, teachers and the 
public how they can prevent the transmission of HIV. 


Page 3 


~e 


The third is a set of self-instructional modules for clinical staff ag _ 
be unable to attend workshops, or require time on their own to lear 
more about AIDS and their response to it. 


About this manual 


The Manual is based on the assumption that the best way to tackle the 
problems posed by HIV and AIDS is through the modification of existing 
programmes. 


This is because, in essence, HIV infection has properties similar to those 
of other illnesses. There are other illnesses for which there 1s no cure or 
effective treatment (colds, some cancers, coronary heart disease). There | 


hospital or the community (the aged, the handicapped, the mentally ill). 
HIV has brought together elements of all of these. 


What may be new is firstly, that the section of the population most 
affected (sexually active adults) has not previously suffered many deaths 
from incurable infectious diseases; secondly, that people have been 
made sharply aware that current technology and medicine is powerless 
to control the illness; thirdly, that sexual partners now have a 
responsibility for the very life of their partner. 


AIDS poses problems 
that are similar to 


those posed by other 
illnesses 


Whatever is new, the truth remains that its control depends on the 
measures we already know about for the control of other illnesses. These 
measures focus on change in community attitudes and the provision of 
power to individuals to enable them to modify their behaviour. 


As a result, it has sharpened the focus of our attention on the problems 
we have always faced in helping people overcome health problems - in 
particular those caused by sexually transmitted diseases. It has raised 
questions about the people our programmes really help, and the 
effectiveness of existing methods of education and communication. It has 
also raised questions about the responsibilities human beings have for 
each other, and the role FPAs play in developing awareness of this 
responsibility in young people as well as in adults. 


Introduction 


The manual begins with the basic facts about HIV and AIDS as they are 
known at this time. HIV is a new virus and AIDS a new disease, and there 
are many aspects of its natural history and epidemiology which are not 
yet fully understood. FPAs have to make decisions now based on the best 
knowledge available, and the AIDS Unit will provide a regular update 
as new facts come to light. 


Chapter 2 explores the implications of HIV for the reader, FPAs and 
their work-force, the people they serve and society in general. It poses 
questions that will need to be answered when FPAs plan their 
contribution to HIV prevention in the context of other government and 
NGO programmes. 


Chapters 3 to 8 suggest in more detail how different components of FP 
programmes might be expanded, strengthened or adapted to prevent 
HIV transmission. These chapters deal with service delivery, 
counselling, training, health education, empowerment and working with 
youth. 


Chapter 9 provides a series of discussion starters. It raises major issues 
in HIV control which need to be addressed in any programme 
modification. 


An abbreviated article from the French newspaper "Le Monde" is 
attached as an extension of Chapter 9 to reflect on the remarkable 
similarities between the public reactions to syphilis in the early 1900s, 
and to HIV today. 


A glossary is provided to look up words used in the manual or elsewhere 
that the reader may be unfamiliar with. 


Finally, a set of questions you may want to answer when designing 
programmes with an HIV/AIDS component is added at the end. These 
questions will also be useful in evaluation of any programme. 


Developing your own materials 


Many people and organisations are already developing their own 
material to help others think through the problems posed by HIV and 
AIDS. Although this manual uses examples from relatively few 
countries, it is hoped that it might form some checklist of ideas for the 
further development of such material. This should allow people to focus 


on their own particular pattern of infection, culture and socioeconomic 
characteristics, and using their own case studies and illustrations. 
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Complicated facts can be explained in a way that 
everyone can understand 


[Taken from a leaflet produced by the Aboriginal Medical Service 
Cooperative Ltd, Redfern, Australia] 
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CHAPTER 1 


SOME FACTS 


Most people already have some idea of what AIDS is. They know it is 
spread sexually - although they may not have a clear idea of what 
"sexually" means; they know it is spread through blood; they know it is 
often fatal. In some countries, as a result of coverage in the media, people 
believe it is only a problem of certain "high-risk" groups. Some people 
believe (wrongly) that it can be transmitted by handshaking or by sharing 
cups. A lot of people are very frightened. And fear, as will be explored 
in more detail later, is not a very good base on which to build change. 


As suggested in the Introduction, the control of HIV _ infection poses 
problems that are little different from the problems posed by other 
infections - especially those that are sexually transmitted. We can control 
their spread in some special situations, such as in very well-equipped 
clinics where sterile procedures and screening of blood products 
minimise the risk to patients and staff. However, outside such situations, 
our knowledge has to be adapted to the complex social, political and 
economic realities that control and determine people’s lives. 


This book will concentrate on how to provide a useful context for the few 
facts that we do know about HIV and AIDS. This may mean that we have 
to work with ordinary people in new ways. We may have to help them 
understand that there are no simple answers to the problems posed by 
AIDS, and that the only long-term answers will come from themselves 
through discussion in the community of which they are a part. It may also 
mean that we will be unable to provide directive messages from a 
position of authority, for the simple reason that we do not have such 
messages. In this chapter, the basic facts are presented. Later chapters 
explore how they may be placed in the various contexts determined by 
the existing programmes of the FPAs. 


IDT/Martha Arnold 


ff 
- 


Some facts 


What is AIDS? 


AIDS (Acquired Immune Deficiency Syndrome) is not one disease, but _ 


a set of diseases. Not all people who develop-AIDS suffer from the same 


diseases, but there are certain unusual illnesses that occur very _ 


frequently in AIDS. That is why.itis-called-a "syndrome". This syndrome 
is caused by a virus which affects the-body’s.immune-system, making it 
liable to infections and cancers to which it would normally be resistant. 


The virus used to be called by a variety of names. Now international 
agreement has produced the name "Human Immunodeficiency Virus" 
(HIV). Although we refer to HIV as though it is one virus, in fact it seems 
to have changed its structure over time and in different places. We now 
recognise a family of viruses, some of which are more closely related than 
others. Some are so different that they are now given a different name. 
Thus in West Africa, the most common HIV there is known as HIV2. 


Stages of HIV infection 
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If infected with HIV, 100 people can expect to progress like this over one year 


( It is important to remember that there is a distinction between being 
\ infected with HIV and having AIDS. So far, not everyone who has been 


ach 


infected with HIV has developed AIDS (the figures for progression are 
given on Page 11). : | 
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Some facts 


Many people either show no immediate symptoms at the time they are 
infected with HIV, or else have such transient and mild symptoms that 
they are passed off as a"cold" or a"flu". Sometimes they have a short-term 
illness similar to glandular fever (mononucleosis): aching muscles, fever 
and a general feeling of illness. These symptoms occur in many illnesses 
which are much more common than AIDS. People may worry needlessly 
about having AIDS when such symptoms appear. Simpler causes of the 
symptoms should always be thought of first. They are much more likely. 


These symptoms occur in 
many illnesses which are 
_much more. common than 
AIDS, Simpler causes should 
always be thought of first 


Whether or not there are symptoms, the infected person can Carry the 
virus and infect others. It is perfectly possible to be infected with HIV 
from someone who appears fit and healthy, or to carry the virus oneself 
without being aware of it. 


‘Some people infected with HIV (develop a symptom called persistent 
generalised lymphadenopathy (PGL for short). This means that the 
lymph glands in the neck, armpits and groin are swollen. These swellings 
are not usually painful but many people feel chronically tired and 
drained. People with PGL may suffer from other symptoms such as fever 
or night sweats, diarrhoea, loss of weight and infections such as thrush 
(candidiasis) and herpes) Sometimes people with all these symptoms are 
said to have "AIDS-Related Complex" or ARC. Nowadays, the tendency . 
is to see the development of AIDS as having poorly defined boundaries. | 


The diagnosis of AIDS 


(As lot of people who have been infected with HIV go on to develop AIDS 
“(the figures are given on Page Ie diagnosis of AIDS is given when 
certain unusual opportunistic infections and tumours develop, and 
antibodies to HIV are found in the yee oe ip infections are 
infections caused by organisms that ar rmally present in the body, but 
to which the body is normally immune. HIV stops the immunity of the 
body to these particular diseases, though the body remains immune to 
other illnesses. Each of these illnesses can cause the death of the patient, 
unless they are treated. As HIV multiplies in the body, and takes away 
the power of the body to combat the infections Xas it invades more T4 
cells - see "How HIV works" page 12), treatment becomes more and 
more difficult. While treatment can prolong the lives of many patients 


y 
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with opportunistic illnesses, presently available evidence suggests that 
most eventually die of one of them. The most common opportunistic 
infections, or illnesses, are: on 
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_7 atype of pneumonia called pneumocystis carinii pneumonia 


> a variety of gastro-intestinal infections resulting in diarrhoea and 
weight loss, causing AIDS to be known as "slim" disease in some 


areas 


A 


askin cancer called Kaposi’s sarcoma 


- disorders of the nervous system, sometimes resulting in dementia 
(deterioration in intellectual capacity), caused by other infections or 


_by HIV itself. 


HIV may also trigger the activity of other infectious diseaSes which may 
be carried by individuals, such as tuberculosis, or aggravate the damage 
caused by others. 


The presence of Kaposi’s Sarcoma or cryptococcal meningitis are often 
strong indicators for the diagnosis of AIDS, but these illnesses require 
diagnosis by specially trained doctors. 


Because laboratory facilities in many countries are insufficient to allow 
reliable diagnosis of the opportunistic infections and malignant 
disorders required to define AIDS, and testing for the presence of 
antibodies to HIV (see section on How HIV works) may not be feasible, 
attempts have been made to provide a clinical case definition. This is 
most useful in areas where there is a high prevalence of AIDS, but is 
obviously less useful where AIDS is rare - since so many other diseasés 
(notably tuberculosis) can present the same symptoms. 


The case definition currently used (in those instances where proper 
diagnosis of disease is impossible, and no antibody test is available) 
consists of the existence of two major signs in association with at least 
one minor sign, in the absence of other known causes of suppression of 
the immune system - such as cancer or malnutrition. The Signs used in 
the definition are given in the shaded box on the next _—_ 


Progression to AIDS 


At present, we do not know what proportion of people infected with HIV 
will go on to develop AIDS. Statistics from different studies vary 
considerably: in the first five years following infection they report that 
between 6-45 per cent of those infected will go on to develop AIDS 
(those who have eliminated several areas of bias tend to fall nearer the 
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- __ Major signs 


/ Weight loss greater than 10% of body weight 
_ Fever for longer than one month 


Chronic diarrhoea for longer than one month (intermittent or constant) 


Persistent severe fatigue 
3 Minor signs 
_/ Persistent cough for longer than one month 
~ General itchy dermatitis (skin irritation) 
Recurrent Herpes Zoster ("Shingles") 
Oropharyngeal candidiasis (fungus infections in the mouth/throat) 
Chronic progressive and disseminated Herpes Simplex infection 


_ General lymphadenopathy (swelling of the lymph glands). 


lower figure), and a further 25-100 per cent will develop AIDS-Related 
Complex (ARC) or Generalised Lymphadenopathy related to AIDS. 
Unfortunately, follow-up of patients has)mostly been limited to the last 
five years. As time goes on, and those infected with HIV are followed up 
for longer than five years, more of them do go on to develop AIDS. 


Each year between 2-9% of 
those infected with HIV will. 
_develop AIDS | 


A reasonable estimate is that as each year goes by about 12 per cent of 
those initially infected will develop ARC or lymphadenopathy, and 2-9 
per cent will develop AIDS. Thus some people (if some current figures 
are correct) may live for 50 years after infection with HIV before they 
go on to get AIDS. It is thought likely that the illness is continually 
progressive, so that eventually all those infected will develop AIDS - but 
it is too early to say whether or not this is true. 


The best estimate for the mean incubation period of the virus is about 8 
years. This differs according to age: for children up to 4 years, the mean 
is 1.97 years, for people aged 5-59 the mean is 8.23 years, and for those 
aged 60 or more it is 5.5 years. 


Once infected, it-islikely-that.a person carries the virus for life, and 
therefore can transmit the virus, The antibodies that are made in 
response to the infection do not seem to be protective to the body, 
although it has been shown that white cells can kill the virus when grown 
outside the body in laboratories. However, there is much more research 
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Some facts 


to be done in this area, especially since individuals vary so much in their 
response to HIV, in terms of the length of time to acquire antibodies, 
and the time taken to develop symptoms, or AIDS. Another interesting, 
problem in relation to immunity is the foce on some individuals, even 
after repeated sexual contact with HIV-infécted people, have not been 
shown to be infected with the virus. On the other hand, there are cases 
when infection has occurred after only one sexual contact. 


How HIV works 


The human body responds to infection and disease through the action of 
cells in the blood called white blood cells. These cells recognise invaders 
and produce antibodies, which are chemicals that attack and neutralise 
the invaders. A specific antibody is produced for each disease. With most 
diseases, once a person has developed antibodies against it, the cells 
responsible remember how to produce that antibody - and the person is 
immune to that disease for the rest of their lives. 


The antibodies which the body produces in response to HIV, and which 
can be detected in the blood of an HIV carrier, do not seem to be 
effective in preventing the spread of the virus in most people. 


HIV attacks and inactivates a particular kind of white blood cell, known 
as a T4 helper cell. T4 helper cells are vital in controlling the body’s 
defence to many diseases. They also recognise disease organisms and 
cancer cells which the white blood cells must destroy after an infection. 
The T4 helper cells stimulate the production of a large army of white 
blood cells to fight the infection. Sometimes they are successful in this. 
Sometimes the infection or cancer is so overwhelming, or grows so 
rapidly, or is composed of cells immune to the T4 cells, that the illness 
wins. Sometimes the body itself suffers from a weakness of the cells that 
provide immunity, such as the T4 cells, and so the disease overwhelms 
the body. This partly explains why people can die from any illness. 


In the case of HIV, the virus progressively destroys the ability of the T4 
cells to counter some of the many diseases to which the body is immune. 
However, the body remains able to counter many other diseases and 
cancers. This is why it is possible to go on living for so long even if a 
person has AIDS. The few diseases that do occur in such people can be 
treated. As more and more T4 cells are destroyed, the efficacy of this 
treatment is reduced, and so treatment becomes harder to maintain. 


Page 12 


Some facts 


How HIV is detected 


The policy and programme aspects of this subject will also be covered in 
Chapter 2. At present, only a few laboratories can detect the virus itself. 
The tests that are used most widely merely detect the presence of some 
of the antibodies produced by the body in response to the presence of 
the virus. } 


The commonest of these tests is the ELISA test (Enzyme-Linked 
ImmunoSorbent Assay). ‘The costs vary, but the cheapest ELISA tests 
cost in the region of US$ 0.75 per test, and the cheapest Western Blot 
tests (used for confirmation of a positive ELISA test) cost about US$ 9. 
In addition, there is a cost for training of specialised staff, provision of 
laboratory equipment and maintenance. It is hoped that these costs can 
come down further, but it is clear that many countries will have to 
develop strategies where testing can be kept to a minimum. 


Unfortunately, although most people who are infected with HIV 
produce antibodies, the period before antibodies appear varies 
considerably. Most seem to produce antibodies within three months of 
infection, but some may only begin to produce antibodies three years 
after infection, and some may never produce antibodies at all. The 
response seems to depend on the route of infection, the dose of virus, 
the response of the infected person, and the frequency of exposure to the 
virus. In blood-borne infections the usual period before antibodies 
appear is about 6-8 weeks. It may be that in those who have had a minimal 
exposure, the virus takes a long time to multiply to the level at which it 
stimulates an antibody response. There is at present no other widely 
available method - other than the common antibody test - of saying 
definitely whether or not a person is infected - unless they go on to 
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develop the illnesses associated with AIDS. 


A further problem is that the tests used in a very few cases say no 
antibodies are present when they are (false negatives), or, more 
commonly, say antibodies are present when they are not (false positives). 


Therefore tests, whilst useful for certain situations:such as the screening 
of blood for donation, are quite limited in other situations, as will be 
discussed later. 


How HIV is spread 


HIV is found in most body fluids, but is only infectious in blood, semen 
and vaginal secretions. It is likely that the virus is transmitted when 
infected cells are in close contact with white blood cells (which include 
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the T4 helper cells).This situation occurs when the virus is in the blood 
stream, but it may be possible that it can be transmitted to the white blood 
cells found on the linings of the various openings of the body such as, 
those in the genital areas. 


There are normally only a few white cells on these linings, but when the 
linings are inflamed or damaged then the concentration of the white cells 
vastly increases in order to repair the damage and protect against 
infection. Such a situation would occur when the lining was irritated, or 
infected with some other organism, or had been damaged.Occasionally, 
an IUD can cause some local inflammation. This is why IUDs are 
contra-indicated for women who may be at risk of contracting any 
sexually transmitted disease from infected partners. 


It is therefore quite possible for the virus to be transmitted while the 
linings are undamaged. However, it is likely that the risk of transmission 
is greatly increased if the epithelial linings are damaged or inflamed. In 
such situations, sexual intercourse may therefore carry two possible risks 
of transmission f firstly if there is damage done to the lining during sexual 


Risks in Health Care Provision 


There has been extensive publicity about three documented cases of HIV 
transmission as the result of spillage of blood products. Unfortunately, the full 
facts of these cases were not adequately given, and such reports perhaps caused 
undue alarm. There have been many incidents of blood spillage involving HIV, 
but only these three incidents have so far resulted in infection. Their 
circumstances were unusual, as is shown by a description of the incidents: 


Case 1. A nurse working in a casualty department was assisting with an 
unconscious patient who was bleeding from an artery. She applied pressure to 
the bleeding area and was in contact with large amounts of blood for about 30 
minutes. Her hands were badly chapped, but not protected as advised. 


Case 2. A technician had taken a blood sample from a patient and was injecting 
the blood through the rubber cap of the tube. The tube was a vacuum tube, it 
required a great deal of pressure to inject, and the pressure caused the cap to fly 
off. Blood was spurted into her eyes and mouth at high pressure. | 
Case 3. A nurse started to take a machine platelet donation from a donor who 
had been “chosen” by a patient as a safe le 
large amounts of blood spilt in the machine, she cleaned it up without putting on 
gloves as instructed (she was “up to her elbows” in blood). In addition, she had 
not checked the donor’s blood tests before Starti 


written procedure. This case also illustrates the danger of patients thinking that 
they can select “safe” donors for themselves. 


These cases show how important it is to be careful when handling blood, 
especially when you have chapped skin or open wounds. Large amounts of blood 
spillage should always be cleaned while Wearing gloves, and using alcohol or 
bleach. The concentrations need not be excessive, as is detailed later at the end 
of Chapter 3 on Service Delivery (Page 51 onwards). 
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intercourse (which most frequently occurs in anal intercourse), OF 
secondly if the uninfected partner has a damaged lining in an area 
exposed to infected seminal fluid or blood. This may explain the results 
of some studies that suggest that it is easier for the virus to be transmitted 
if the uninfected partner already has a sexually-transmitted disease. As 
has been suggested, though, there are many cases when a person has been 
infected, but has had no apparent damage to their linings. 


Oral-genital sex may also carry a risk, although the extent of this risk is 
unknown - since it is only rarely that partners practise oral sex alone, 
without also practising vaginal or anal sex. The presence of sores in the 
mouth or on the genitals, and whether or not ejaculation takes place, may 
also be important variables. 


( HIV can be transmitted by infected blood and blood products in blood 
transfusions.) Before extensive testing of blood existed, people who had 
to have repeated blood transfusions, such as those suffering from 
sickle-cell disease or people with haemophilia, were exposed to infected 
blood, and HIV has spread extensively amongst such people. 


‘! ( There is also a risk of transmission if unsterilised hypodermic needles or 
other medical implements are used, including those used in traditional 
circumcision or scarification)The risk in normal clinical practice appears 
to be much lower than you might expect. Recent studies indicate that 
about 0.4 per cent of needlestick injuries (when a needle or sharp 
instrument carrying infected blood has broken the skin of an uninfected 
person) result in transmission of HIV. However, it should be emphasised 
that when unsterilised needles are shared by infected intravenous drug 
users, the risk of transmission is very high indeed. In several countries, 
in fact, this practice seems responsible for a high proportion of the spread 
of HIV. This may be because blood is commonly sucked back into the 
syringe and then re-injected. See Pages 51-54 on sterilisation methods. 


_ Estimates for the extent 
- of transmission across — 
the placenta vary greatly — 


HIV can also be transmitted from an infected mother to her baby in the 
womb or during birth. Estimates for the extent of this transmission vary 
greatly. In Edinburgh in the UK, 34 babies born to infected mothers 
were studied for up to 3.5 years after birth, but only two (5.8 per cent) 
developed symptoms related to HIV infection, and none developed 
AIDS. These studies have suggested that pregnant women who have no 
signs of infection with HIV have a very small likelihood of transmitting 
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the virus to their babies, while the risk of transmission increases when a 
mother is ill with HIV. 


HIV has been found in much smaller quantities in saliva, urine and breast 
milk. It is thought highly unlikely that the virus can be transmitted in 
saliva or urine - mainly because it is present in very low concentrations 
and in an inactive form. The evidence related to breast milk will be 
reviewed later in the chapter. 


Various predictions have been made about how rapidly HIV will spread 
around the world. In the Western countries HIV infection is mostly 
limited to intravenous drug users, homosexual men and haemophiliacs. 
In these countries it has not yet spread widely among heterosexual 
people, as has happened in some African countries. It is not known why 
it started in different groups in different countries. Perhaps it was a 
matter of chance that the virus entered the homosexual community first 
in the United States. Because people in a particular group tend to have 
sex with other members of their group, the virus spread among people 
in the first groups before it reached people in other groups. It was 
therefore unfortunate that the first groups were called ‘high risk groups’. 
Some people have presented an alarming picture where AIDS will 
threaten the entire population. It is, in fact, much more likely that the 
AIDS epidemic will stabilise at some point in the future - our aim is to 
reach that point sooner rather than later by working at its control. 


Breast feeding, breast milk and AIDS 


Breast milk protects the baby from many infections and so provides him 
with extra immunity while he builds up his own immune system. This 
additional immunity is particularly important for an HIV baby. The good 
nutrition provided by breast milk builds up the immune system. 


Breast feeding should 
continue to be promoted, 
supported and protected 


Bottle feeding can introduce many germs into the baby and this often 
leads to infection. This is particularly serious for an HIV baby, as its 
immune system is so weak that infections are hard to fight. Many bottle 
fed babies also become malnourished when mothers cannot afford to 
make the mixes to the correct strength (and waste valuable money on 


purchasing the milk in the first place) and this weakens the immune 
system still further. 


IPPF/Nancy Durrell McKenna 
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Breast feeding should be protected and promoted 


Small numbers of HIV are sometimes found in breastmilk. We do not 
know whether this small amount of virus is enough to infect the baby, but 
it is unlikely to be a problem in any major sense because}the vast majority 
of HIV infections of babies will be as a result of transfnission across the 
placenta. Very few mothers indeed will acquire the infection between 


delivery and during breast-feeding. 


We do not know the extent to which the HIV antibodies found in 
breastmilk protect the baby from HIV infection, but they certainly will 
protect against many other infections that any baby (including those 
infected with HIV) are exposed to. However, we do know that bottle 
feeding is a serious risk to the baby’s health. 


Therefore, from our knowledge today, we suggest that: 


Mothers continue to breastfeed their babies whether they have 
HIV infection or not. 


A mother infected with HIV who is extremely anxious about 
breastfeeding and cannot be reassured will need help to feed the baby 


with a substitute from a cup and spoon. 
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| WHY MOSQUITOES DO NOT SPREAD AIDS 


WHY 


This was first published in New Scientist, London (26th March 1987) 


Probably the most commonly asked question about AIDS is whether the virus 
spreads through mosquitoes or other blood-sucking insects. F ortunately, the 
answer is no. However, because so much has already been written about this 
subject, it is worth looking at the question in some detail. In theory, there J two 
ways in which a mosquito or other insect could transmit HIV, the virus tha 

causes AIDS; biologically or mechanically. 


Malaria is biologically transmitted when the malaria parasite enters the mosquito, 
thrives and then makes its way to the insect’s salivary glands, from which it is 
injected into another person. This sequence of events is unlikely for HIV because 
the virus appears to replicate in a narrow range of mammalian cells. 


The second hypothesis is mechanical transmission, with the virus spreading on the 

insect’s mouthparts which might become contaminated with blood containing 

HIV. If a mosquito bit a person infected with the virus and was themdisturbed, so 

that it interrupted its feeding, the insect could then fly off to bite another person 

and perhaps the virus on its mouth parts could be injected into the second person. 

According to this theory, the insect would then operate like a very tiny 

contaminated needle. | : 


The evidence against mechanical transmission comes from several sources. First, 
the age and sex distribution of people infected with HIV in Africa is typical of a 
sexually transmitted disease. If insects spread HIV, there should be just as much, 
possibly more, infection among young children and old people as among people 
between 20 and 40 years old. Thus, for example, malaria is common among 
infants and young children in these areas. 


Several studies among families of AIDS patients in Africa show that people who 
live in the same household as AIDS patients werd n0 more likely to be infected 
with HIV than members of households without am AIDS patient. The exception 
to this was if they were the sexual partner (spouse) or child of the AIDS patient. 
Thus, in Africa as in the US and Europe, researchers have not found that the 
virus spreads among people living together, except for sexual partners and 
transmission between mothers and children. If mosquitoes, bedbugs, lice or other 
insects living in a crowded African home could spread the virus, we would have 
expected to find more infected people in the households of AIDS patients, 


Another reason why transmission by insects is unlikely is the tiny amount of blood 
on an insect’s mouthparts, together with the small quantity of the HIV that seems 
to be present in the blood of infected persons. These combine to make 
mechanical transmission even less likely. Also, we know of no expatriates who 
became infected with the virus while in Africa and whose route of exposure 
(usually sexual contact) could not be identified. 


Finally, we must ask what evidence we require tO refute the mosquito hypothesis. 
It is impossible to prove that something cannot ever happen. During the two 
years I lived with my wife and three young children in Zaire, we received many 
insect bites and one child contracted malaria. And yet we were justified in never 
worrying about infection with HIV virus. 


The studies of families of people with AIDS also allow us to discount theories - 
about casual spread of AIDS by contact. Also, studies of hospital workers 
showed that HIV was no more contagious from hospital patients to hospital staff 
in Africa than in the Western world. All the evidence leads us to conclude that 
the virus is transmitted everywhere in the world in the same basic ways (sex, blood 
and mother-to-child), although there are important geographical and social 


variations. 
By Jonathan Mann. 
Page 18 


Some facts 


Just to repeat - by far the most common way for a child to acquire HIV 
is across the placenta in the mother’s womb before birth. Breast-feeding 
after such transmission is only going to protect the child, so should be 
encouraged. 


Available evidence supports this stance. Reports to date suggest that only 
eight infants have been infected where the mothers were infected by HIV 
after the birth add continued to breast feed their babies. In only one of 
these cases is it certain that transmission of the virus was through the 
breast mil 


In the ied cases where breastfeeding appears to have resulted in 
the infant being infected the data are retrospective and there may have 
been other risk factors involved. Perinatal samples of milk and the 
mother’s and infant’s blood were not available. 


Whilst it remains theoretically possible that a baby could be infected with 
HIV if the mother has cracked or bleeding nipples and the baby has 
broken skin in or around its mouth, the advantages of breast feeding will 
still outweigh this remote risk. 


On the other hand, there are other documented cases - at least five in 
Australia - where infants were born to HIV-infected mothers who went 
on to breast feed their babies without apparent infection. No-one knows 
how many women in similar situations have breast fed their babies 
without their babies becoming infected. 


It should be remembered that there is still a lot to learn.Very little is 
known about the frequency or timing of the appearance of HIV in breast 
milk, or the mechanism of HIV transmission to the infant. The clinical, 
immunological and nutritional status of the mother and the number of 
children she has had may affect ransmssiog? 


In particular, we still have a need to answer the following questions about 
the role of breast milk in AIDS and HIV transmission: 


- Does transfer of maternal antibody across the placenta protect 
against AIDS? ) 


_ ° Is the HIV antibody in breast milk protective? 

_ — s the infectivity of the virus altered by the presence of antibody? 
- Does HIV survive the digestive tract? 

-  Doall HIV-infected women secrete HIV into breast milk? 


- What factors affect secretion of the virus into breast milk? 
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How HIV is not transmitted 


HIV cannot be transmitted by any kind of social contact. It is not 
transmitted through shared food, cups and plates, from lavatory seats, 
through hugging and kissing or shaking hands, or from clothing and 
towels. Parents of children who have been infected with HIV through 
infected blood have not caught the disease despite handling the children 
quite normally, nor have people living together under the same roof 
sharing kitchens and bathrooms. 


Safer sex 


Any sexual activity between uninfected partners will not transmit HIV. 


It is often hard to be very specific when talking about sexual experiences. 
Sexual acts are often described in unclear ways, such as "having sex" or 
‘sleeping with" and these expressions can have totally different)meanings 
for different people. Because of the risk of AIDS, it is necessary to be 
very explicit about the sexual practises which are known to carry a risk 
of HIV transmission, and those which do not. 


A male FPA worker raises a ticklish Subject with a group of women in Sri Lanka 
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In this manual terms are used which might be understood by people in 
the UK and USA, though even there they may be open to 
misunderstanding and ambiguity. Different groups use their own words 
and phrases to talk about sexual practises, and it is vital to use these in 
any communication. 


It is also important to stress that safer sex can be exciting, although it may 
take more determination. In an excellent book called "Living with AIDS 
and HIV", David Miller points out that "for many people who have 
adopted safer sex guidelines, the guidelines have come to represent not 
a denial of their sexuality, but an affirmation of it. It is important to 
remember throughout that safer sex does not mean that you have to have 
less sex - just safer sex". 


It is not sexual 
activity that is 
under attack 


In every approach to the problems posed by HIV and AIDS, it should be 
made clear that it is not sexual activity that is under attack, but the spread 
of sexually transmitted disease. These two issues should not be confused. 
All sex is safe of HIV transmission between people who do not carry the 
virus. 


Sexual activity that is considered to be without risk of HIV transmission 
includes any activity in which seminal fluid, vaginal secretions, pus Or 
blood does not pass from one partner)nto the other. This means: kissing, 
stroking, massage, masturbation, mutual masturbation, sucking nipples, 
tickling skin with the tongue, nibbling flesh, and putting the tongue in an 
ear. 


Sexual activities which are considered risky, but for which the extent of 
the risk is not known include: penetrative oral sex (taking or putting a 
penis in someone’s mouth with ejaculation); stimulating the clitoris or 
penis with the tongue; and penetrative vaginal or anal intercourse using 
a condom. The reason the extent of the risk is not known with condom 
use is because it is known that pregnancy can occur when condoms are 
used as contraceptives. This may be because the condom breaks, or 
because it is not used correctly. Evidence suggests that if the condom 
does not break and it is used correctly, then HIV transmission through 


the condom is impossible. 


The only sexual activity that is definitely known to have a risk of HIV 
transmission is penetrative vaginal or anal intercourse without acondom. 
The risk may be high even if ejaculation does not take place. 
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Treatment for AIDS 


There are two major approaches used in the treatment of AIDS. The first 
and most effective, is the treatment of the illnesses that result from 
AIDS. Antibiotics, anti-fungal agents, radio-therapy, chemo-therapy and 
surgery all have important and effective roles to play in the control of 
illnesses that are suffered by a patient with AIDS. 


The second approach involves attack on the virus itself. This is more 
difficult, because the virus lives in ordinary human cells, and any attack 
on the virus will therefore mean an attack on the cells of the person as 
well. This is why treatment aimed at the virus is quite dangerous for the 
infected person, and has to be carried out by experts. 


Combined, these 
approaches can improve 
the lives of patients for 
many years 


Combined, these approaches can improve the lives of patients for many 
years. A quote from David Miller again highlights the potential: ) 


“People with AIDS are not always the wasted, scarred and 
pitiful wretches that the papers would have us believe. The 
longest diagnosed case Iam aware of in England has had AIDS 
for almost seven years and continues to thrive as an active 
businessman and traveller”. 


In a recent study of 5,833 subjects in New York, the data suggested that 
about 15 per cent of people survive for more than five years after the 
time of diagnosis of AIDS, although about half die within one year of 
diagnosis. However, there were considerable variations according to 
gender, ethnic group, disease manifestation, and the route of infection. 


The most important drug used in the second approach helps prevent the 
virus from reproducing and spreading in the body. This is zidovudine, 
also known as azidothymidine, AZT, Retrovir, or its chemical name, 
3’-azido-3’-deoxy- thymidine. It belongs to a group of drugs, known as 
nucleoside analogues, that inhibit replication of HIV by replacing some 
of the chemicals responsible for replication with similar, but unusable 
ones. It is the most successful of these drugs in that it temporarily 
improves the condition of the person, and reduces the number of 
illnesses suffered by AIDS patients. However, lit is also very toxic and 
causes side-effects which, if not Properly monitored, can cause the death 
of the patient. Also, it only seems to be effective in certain stages of 
AIDS. It is currently undergoing trials for efficacy in other stages of HIV 
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infection. As a result, its use is only advocated under the)proper control 
of a physician. 


Unfortunately, zidovudine is very expensive. Ten days of treatment costs 
about US$ 250. A year’s treatment for a single patient costs about 
US$12,000. Other treatments such as the use of lymphocyte transfusions 
and bone marrow transplants, and the use of treatments to stimulate the 
immune system3uch as interferon have only had limited success. 


New drugs are being announced all the time, but they are tried out on 
too few patients to allow much definite to be said about their 
effectiveness. People with AIDS vary so much in the types of illness that 
they have, and the number of episodes of illness and improvement, that 
it will take a very long time and a large number of patients on one drug 
before the effects of a drug can be truly established. 


Many traditional and alternative forms of healing have been used for 
people with AIDS. The same problems apply to such forms of healing as 
to the ones using modern drugs. Too few patients have used such 
therapies over too short a time to be able to say much about their efficacy. 
They may well be useful in some cases, but equally they may not. 


Cures for AIDS are many, but it is a bit too early to say which ones will work 
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The only guideline that is useful is to suggest that any type of healing 
which relieves stressful emotions such as guilt, anxiety and depression, 
is likely to be helpful. Conversely, those forms of healing that increase 
these feelings by emphasising that those with AIDS caused their disease 
through their sins, are unlikely to do anything but afflict deep wounds in 
the society and the individual. 


Any healing which relieves 
stressful emotions is likely to 


be helpful 


The most important thing, as in any therapy, is to be encouraging and to 
give hope where possible. A sense of well-being and a poSitive outlook 
may by themselves do wonders. This is because the immune system of a 
person functions far better in the absence of stress, and, as a result, fewer 
infections are suffered by people who are relaxed and fulfilled. 


Will there be a vaccine? 


A great deal of research is going on into developing an effective vaccine 
against HIV. Most scientists agree that a vaccine is at least several years 
away and that it is likely to be so costly, at least at first, that its use would 
be restricted. A vaccine would also have no effect on the large numbers 
of people who by then would be infected and would go on to develop 
AIDS. 


If we do wait for a vaccine to control HIV, and do not try to tackle the 
problem in other ways, many people will be infected over the next few 
years. The vaccine will be unable to help them. 


Perhaps a more important point is that even if we do discover a perfect 
vaccine or even a cheap and totally effective treatment, we will still need 
to concentrate on preventive approaches. This is because we know how 
hard it is to reach everybody with vaccines and treatment. We have 


penicillin, but still syphilis is spreading. We have food, but there is still 
malnutrition. 


As a result, just as we have learned to do with Primary Health Care in 
treating health as a positive goal, so we need to approach the 
achievement of sexual health in a Positive way - as the outcome of 
complex changes in society, communities, politics, education and 
services. This will itself contribute to the achievement of health as a state 
of physical, mental, and social well-being. 
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The final shape of your HIV prevention plan will depend partly on your 
own programme, resources and goals and partly what others in your 
country are doing to prevent HIV and cope with AIDS. In the main, 
however, it will almost entirely depend on your attitude to the role of 
your team in dealing with HIV. Perhaps the most effective way of 
determining your contribution is to assess the balance between the 
following: 


- The parts of your programme that do not address HIV or AIDS 
specifically, but which will have an impact on HIV transmission if 
well-implemented 


- The parts of your programme that will have to incorporate specific 
information about HIV and AIDS. 


Both of these programme aspects need to be considered, whether or not 
you feel your team should be putting particular stress on AIDS 
prevention in your overall strategy. 


This way of looking at programmes will also help in deciding what should 
be related to other activities in your country - such as those of National 
AIDS Committees - and what need not be related to such activities. 


Non-specific components 


As has been stressed elsewhere in this manual, the parts of your 
programme that do not address AIDS specifically are potentially the 
most useful in the control of AIDS and HIV infection. Even if AIDS was 
not mentioned in programmes addressing sexual education, promotion 
of condoms, women’s development, empowerment of women, male 


responsibility, sexually transmitted disease, or the counselling of those 
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with anxieties about sexual behaviour, these programmes have an 
important bearing on the problems that allow HIV transmission. 


Since these programmes already are part of normal FP strategy, FP 
workers can immediately start on the strengthening of these programmes 
independently. 


Of course, these programmes may not yet have had time to have had 
much impact, or they may have yet to reach other groups for whom family 
planning, or STDs or HIV may be a problem. There is evidence that in 
some parts of the world, the prevalence of HIV infection is lower in those 
who attend FP clinics than in other groups. It is because of this that FP 
workers may want to consider methods of strengthening or extending 
these programmes for the benefit of other groups - especially those who 
are marginalised in society or are unable to adopt safer sexual practise. 


Specific components 


It has also been pointed out that many aspects of existing programmes 
will require modification in the light of new aspects relating to HIV and 
AIDS. In particular, specific information in STD education, or advice to 
those with a particular concern about AIDS, require more detailed 
knowledge of HIV and AIDS. These aspects are covered more fully in 
the chapters on the Facts and on ‘Service Delivery. 


What is of particular interest to FP workers is the extent to which such 
information should be incorporated into their programmes without 
referring to national organisations or committees. 


When HIV or AIDS are specifically addressed as issues, then it will be 
important to find out what the national AIDS committee is Saying in the 
same contexts. In addition, if programmes specific to HIV or AIDS are 


envisaged, then obviously this will have to be done in cooperation with 
the national AIDS committee. 


Equally, it will not be necessary to bother national committees on 
individual issues once the general policy is clear, or if no policy exists. If 
clients come to you worried about HIV or AIDS, you will obviously assess 
their situation with them immediately, and provide appropriate advice. 


However, there will naturally be “grey areas” concerning liason with 
national AIDS committees that depend very much on things such as their 
activities, local politics and culture, societal reactions, media coverage, 
and prevalence of HIV infection. The extent and nature of such liaison 
can therefore only be determined locally. 
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In this chapter, we will look at some of the possibilities both in liaison 
with national AIDS committees, and in independent action. 


Links with National programmes 


What actions are politicians, ministries and other organisations taking to 
prevent HIV and cope with AIDS in your country? 


Many countries have already set up a National AIDS Committee (NAC) 
and are developing short and medium term national plans. This process 
has been supported by the WHO Global Programme on AIDS (GPA), 
that started life in February 1987 as the WHO Special Programme on 
AIDS (SPA). In addition to the formulation of these plans, it is the job 
of the NAC to ensure that the work of foreign and national organisations 
is done in a sensitive and coordinated manner. 


Working with the national programme will be beneficial for your team 
and the NAC for several reasons: 


As an FP worker, you have unique expertise in sexual and 
reproductive health, contraception, innovative IEC programmes 
and service delivery systems. All these will be vitally important in 
the control of HIV. You can make an important contribution to. 
planning the national programme. 


AIDS is a sensitive issue. Your team may feel more confident to go 
ahead with HIV prevention if you have the support of the NAC. This 
should also help to reduce any hostile reactions to your team getting 
involved in AIDS. 


Resources will be used in the most cost-effective way and 
duplication avoided if organisations decide together what 
contribution each can make given their skills, resources, networks 
and clientele. 


Your team might link up with this strategy in the following ways, 
depending on how far your government has proceeded with making the 
plan and setting up the structures: 


Prepare a position paper, outlining the skills your team can offer in 
the control of HIV. Decide on the general strategy your team can 
adopt, given your resources. Offer this position paper to the NAC. 


Contribute to the formulation of the national plan by offering your 
participation in the discussions. 


Join the National AIDS Committee. 


Read the national plan carefully, and identify which sections of the 
broad plan concern the work of your team. Expand these sections to 
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move from general goals to a detailed programme for your team. 
Share your plan with the National AIDS Committee. 


- Attend donors meetings and present your contribution to the plan, 


Advocacy to National programmes 
There are two important roles for advocacy. 


Firstly, many countries do not at present have many cases of AIDS 
identified, and in these countries, the FP workers can help prepare the 
public and the institutions to have a well thought-out and balanced 
approach when it becomes a major national problem. This will help 
countries to avoid the panic and hysteria that have been the hallmarks 
of many reactions in Europe and the USA. 


Secondly, in those countries where it has already become an issue of 
national concern, FP workers can contribute to the formulation of 
constructive policy and relevant health education programmes which 
reach those at risk, by bringing their experience into the formulation of 
national plans. 


Along with advocacy work, FP workers can reassure policy makers by 
demonstrating how they have included HIV prevention in different 
components of their programme and by implementing and evaluating 
programmes on a small scale. The government can then observe the 
acceptability, resource implications and impact of these interventions 
before it sets up programmes on a national scale. 


All countries and many individuals go through a stage of denial when 
they first learn about AIDS. They refuse to accept that the problem has 
anything to do with them. Later, when many people have AIDS, people 
begin reluctantly to accept that it is their problem too, but feel helpless 
to do anything about it. F inally, they become actively engaged in tackling 
the problem. Advocacy can assist groups to pass through the denial stage 
to active involvement more quickly. This is important because delay 
results in more transmission of HIV and ultimately costs lives. 


FPAs have demonstrated great 
skill in knocking at the doors 
of policy makers 


If your country is reluctant to begin an HIV prevention programme, your 
FPA may want to play the role of advocate to convince the government 
of the importance of preventing the spread of HIV before it becomes an 
epidemic. With family planning, FPAs have demonstrated great skill in 
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knocking at the doors of policymakers, working quietly behind the scenes 
to raise consciousness and to prompt action. They have discreetly 
provided services or run pilot projects until the public and the policy 
makers were convinced of the benefits of contraception and began to 
demand the services. 


You might hold seminars and use the media to explain the nature of the 
disease and counter arguments against early preventive action. Policy 
makers, heads of ministries, opinion leaders, church leaders, and mass 
communicators would be important groups to reach. 


How can you counter arguments against early action and convince your 
government to develop an HIV prevention plan? The following sections 
provide answers to some common arguments which have been used to 
justify inactivity on AIDS. 


Argument 1: 


"AIDS is not a priority health problem in our country. Few 
people have AIDS, and deaths from diarrhoea and common 
illness are far higher." 


You need to explain clearly that when a country has a few cases of AIDS, 
it also has a much larger number of well people infected with HIV, who 
can infect others and who may later develop AIDS. Dr Jonathan Mann 
director of the GPA uses the idea of three distinct epidemics to explain 
why AIDS is a priority problem. 


An epidemic of HIV infection. AIDS is unlike most infections because 
there is a long gap between the initial infection with HIV and the 
appearance of AIDS symptoms. The average interval is eight years, and 
even after this period many people with HIV remain perfectly well. But 
these well people can infect others and during the years before symptoms 
appear, the infection can spread unseen through the population.This was 
happening in the USA, Europe and Central Africa in the late 70’s and 
early 80’s without anyone being aware of it. 


An epidemic of AIDS. When the first AIDS cases began to appear in 
these continents, there were already an estimated 50-100 people infected 
with HIV for every visible case of AIDS. The number of AIDS cases 


doubled every 10 months. 


An epidemic of social response. The epidemic of AIDS created panic 
and fear in the population. This resulted in anger and hatred against 
groups who were supposedly the "cause" of the disease, and calls for 
drastic measures, such as locking up carriers and forcible testing. Many 
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people became very anxious, although their personal risk of contacting 
HIV was small. Those countries which have few AIDS cases at present 
are fortunate because they still have the opportunity to prevent the 
unseen spread of HIV. They should be able to avoid the problems faced 
by countries which are now in the throes of the AIDS epidemic. These 
problems are: 


- Many people have already been infected and many will die whatever 
preventive programmes are implemented. This will damage the 
credibility of the prevention programme 


- The infection is now harder to control because a greater number of 
people are infected, and so each act of intercourse carries a higher 
risk 

- The economic cost to the countries in terms of a high mortality rate 
in the economically active sector of the population and the costs to 
the health service and community of caring for people with AIDS 
will be staggering and hinder development 


- The hostile reaction to groups perceived to be infected with HIV is 
very damaging to society. 


Unfortunately, no country can afford to feel complacent or feel that they 
need not treat AIDS as an urgent problem. 


In all countries the number of AIDS cases is Steadily increasing. There 
is now (January 1989) a cumulative total of over 130,000 reported cases 
of AIDS in 138 countries, whereas in 1980 there were only 59 reported 
cases. It should be pointed out that this total includes all those who have 
died, and this is an unusual way of reporting disease. In most countries 
the number of AIDS cases doubles about every 10 months. 


Argument 2: 


"We cannot divert scarce resources from priority PHC 
programmes to AIDS". 


Most of the external funding available for AIDS at present is new money 
given in addition to funding for existing programmes. Many programmes 
will be able to use these extra resources to strengthen and benefit their 
PHC programmes generally while integrating HIV prevention. There 
will be no need to divert resources or drop other priority activities. 


FPAs may be willing to include HIV prevention in their programmes only 
if extra resources for AIDS are used to strengthen family planning as 
their first goal. Promoting responsible sexual behaviour through existing 
programmes will reduce other STDs, unwanted pregnancies and 
abortions as well as HIV infection. 
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The avoidance of unnecessary blood transfusions and injections, and 
correct sterilisation and safety procedures will prevent other serious 
diseases such as hepatitis B as well as HIV. 


The development of communication and training skills, and expansion 
of PHC networks for disseminating information and counselling will 
benefit all aspects of a programme. 


4 


Promoting responsible sexual 
behaviour through existing 
programmes will reduce other 

problems as well as HIV infection 


Argument 3: 


"People at high risk of AIDS do not deserve scarce resources as 
much as "innocent" women and children or the poor, because 
they brought the problem on themselves by their immoral 
behaviour." 


This moral stance is not helpful in controlling a disease spread by a virus 
because it implies that some people are "suilty" of being infected by HIV. 
To be "guilty" implies that people have the power to prevent their 
infection, yet deliberately choose to be infected. It is unlikely that many 
people have deliberately infected themselves with HIV. On the other 
hand, if the ‘guilt’ is associated with moral conduct, then such ‘guilt’ 
should not be confused with the process of infection. To have power 
implies the possession of relevant knowledge, or the ability to control 
the social environment. Few of those infected had such relevant 
knowledge, nor had such power. 


Argument 4: 


"If we admit that AIDS is a problem, it will have adverse effects 
on our tourist industry." 


The world’s media have already made potential tourists aware that AIDS 
is a problem in many countries. Probably the best way to reassure them 
is to implement a visible national HIV prevention programme as soon 
as possible, including blood screening. 


There is also the other side of the argument: tourists can help the spread 
of the infection unless they are targetted as a group to modify their 
behaviour. 
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Associated Press 


How would you feel if you were singled out _ 
for HIV testing? Will this stop the epidemic? 
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Argument 5: 


yd we have amass information campaign on AIDS, people will 
panic and the health services and society will not be able to 
cope." 


Everyone has now heard something about AIDS, and for many it is their 
misconceptions that are causing panic. Accurate information on how 
AIDS is transmitted and what people can do to protect themselves, will 
enable people to assess their own risk more realistically and feel more 
in control of prevention. 


Argument 6: 


"Aids is only seen in "foreigners" or those who have travelled 
abroad." 


People may think that a country can be kept AIDS-free by testing and 
deporting foreigners or travellers found to have antibodies to HIV. 
However, this strategy is unlikely to be effective and it poses political and 
practical problems. For example: 


- What is to be done with nationals found to be positive? 
- Whovwill pay for the tests? They are expensive. 


- What about false positives and false negatives? (see section on 
testing on Page 42). 


- The results of the test take time to come through. What will happen 
to the thousands of people who stream through the various entry 
points of a country while they wait for their test results. What effect 
will it have on the economy as truck drivers and international 
businessmen wait for their test results each time they enter a 
country? 


In addition, the finding of a negative result could be meaningless because 
there is a delay (that can vary from a few weeks to some years) between 
infection and the production of the antibodies which show up in the test. 
Therefore an infected traveller could be passing on HIV in spite of a 
negative test result. Finally, it is too late to start screening. HIV has 
already entered most countries, transmission has therefore occurred 
unknowingly for some years, and will continue. 
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WHAT YOU CAN DO IMMEDIATELY BY 
YOURSELVES 


As has been stressed, existing FPA programmes, even if unmodified, 
have a great deal to contribute in the control of HIV. If any modifications 
to these have to be made, then there is obviously no need to wait for the 
NAC before you do this. Each of the FPA programmes already has been 
accepted nationally. Many of the suggestions in this manual can be put 
into effect straightaway since they concentrate on the strengthening of 
existing programmes. | 


There is no need to wait on 
the NAC before you modify 
your existing programme 


Understanding the HIV/AIDS problem 


It is useful to find out as much as possible about patterns of HIV 
transmission in your country, the reasons for these patterns and the 
factors which might aid or block change. 

With this information you can: 

- decide which groups to reach as a priority (This chapter, Page 41) 


- understand which behaviours need to’ change to reduce HIV 
transmission 


- understand the reasons for risk behaviour 


- design programmes which use facilitating factors to promote change 
and confront the barriers which make change difficult. 


Your FPA staff already have 
a lot of knowledge and skills 
invaluable in planning your 
programme 


Your FPA staff probably have a lot of knowledge of local sexual patterns, 
views on STD and condoms, and other relevant facts. This knowledge 
will be invaluable in planning your programme. 


Your national committee will be able to give you available information 


on patterns of transmission and people who are likely to engage in high 
risk behaviour. 
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If testing for HIV is being done in your country, you may be able to get 
information from testing centres on the incidence of HIV in different 
groups or parts of the country. 


If there is little testing, you may be able to get an idea of who is at risk 
by finding out about patterns of sexual behaviour in different groups, and 
by looking at the incidence of other STDs. 


. 

By holding discussions with small groups of men, women and young 
people, your staff will be able to find out about risk behaviours and the 
potential for change. (See Page 63). 


Patterns of HIV transmission vary from one country to another. 


In Central African countries the 


In the West, HIV was initially 
concentrated in homosexuals, infection is spread mainly 
injecting drug users and people through heterosexual sex, 
with haemophilia, - Initially the incidence of AIDS 
It is slowly spreadingintothe _ was high in specific areas. In 
heterosexual community through _some countries prostitutes have a | 
bisexuals and drug addicts, but _ _ high level of infection, and 
the risk of a heterosexual getting _ educated urban men are more 
: : likely to be HIV positive than 


the infection is still low. 
ee _ less educated rural people. 


In other countries, the incidence of AIDS is evenly spread 


Ino : : and affects men 
and women of all occupations. __ : 


In some countries, it is impossible to identify social groups who are more 
likely than others to have HIV, because everyone appears equally at risk. 
However, in others some groups do seem to have suffered more from 


AIDS, notably: 
- People who have many sexual partners 
- People with another STD 


- People who travel a lot in their work or who live away from their 
partners 


- People who inject drugs 
- People who have had a lot of blood transfusions 


- People who have had a lot of injections, particularly intravenous 
injections and injections from practitioners outside the health 


service 


- The partners of any of the above. 
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Assessing your potential 


You might use the following checklist to examine the implications of 
HIV for each of your existing activities and discuss whether you need to 
Strengthen, expand or modify them. Most of these components are 
discussed in more depth in the chapters which follow, but are also given 
a brief summary here for the purposes of overview. 


Health Education 


Service delivery (Chapter 3, Pages 47-55) 


Contraceptive choice. How does HIV affect the choice of contraceptive 
for different clients? 


Some contraceptives protect the client against HIV while others may 
increase the risk for some clients. Condoms and spermicides are less 
reliable as contraceptives than other methods. Will clients use condoms 
more carefully if they are concerned about AIDS? Will they stop using 
the pill if they start using condoms and will this result in more unplanned 
pregnancies? HIV positive women May want to postpone pregnancy and 
therefore need to use a very reliable method of contraception as well as 
condoms and spermicides, 


Preventing transmission through clinical work. How can workers 
ensure that HIV is not transmitted during IUD insertion, sterilisation, 
injections, examinations and other procedures? 


Protecting workers. Do workers need to take any additional precautions 
against HIV that they are not already taking against hepatitis B? Do they 
need to improve their standards of infection control in the light of HIV? 


In order to allay fears and protect staff it is important that all workers 
understand how they might become infected by HIV in their work and 
what they can do to prevent this through correct procedures; for example, 
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correct disposal of needles and soiled materials, use of gloves and proper 
cleaning. Essentially this means evaluating current procedures against 


hepatitis B. They also need reassurance on how they cannot be infected 
by HIV. 


Liaison with specialist referral services. FPAs may need to refer clients 
for testing or diagnosis. If testing is expensive and scarce, FPAs must 
always first counsel those who are anxious about HIV, and only refer 
those who have symptoms of HIV infection or appear to be at high risk 
and are contemplating pregnancy. They can reassure those who appear 
to be at low risk. 


Links to MCH clinics. What advice concerning HIV will you give about 
pregnancy, delivery, breastfeeding, immunisation, anaemia, oral 
rehydration solution (ORS), diagnosis of AIDS in children and care? 


STD Programmes 


Do you have a Sexually Transmitted Disease programme? How will you 
respond to HIV if you do not have an STD programme? 


Some FPAs have deliberately kept away from offering STD services in 
an effort to maintain the respectability of their clinics. They feel that 
rumours about the clinics seeing AIDS patients could result in a drastic 
drop in attendance or worse. 


We have not discussed STD programmes in particular in this manual, as 
the principles for communication we deal with will also apply to such 
programmes. However, there is no doubt that STDs are a strong 
co-factor in people with HIV infection, and if Family Planning workers 
are to be specifically involved in HIV control or AIDS, it is hard to see 
how they can avoid discussing other STDs. At the least, we believe that 
all FPA clinics should routinely check for STD when they examine and 
counsel their clients on contraceptive methods and carry out periodic 
check-ups. The incidence of viral and bacterial STD is high in many parts 
of the world and causes much morbidity and infertility. Family Planning 
workers can make an important contribution to tackling this problem. 
Anyone at risk of, or diagnosed with, an STD is also at risk of HIV and 
needs counselling and perhaps referral. 


Some FPAs offer a separate STD diagnosis and treatment service. 
Inevitably they will need to include at least HIV counselling in this 
service with referral. Contact tracing may not be so appropriate or 
feasible, but the clients should be encouraged to tell partners so that they 
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can both adopt safer sexual practices. Problems of confidentiality are far 
greater with HIV because of public reactions. 


Counselling (Chapter 6, Pages 95-117) 


How does HIV affect the counselling offered to different clients? will 
staff become involved in HIV counselling? If they will, what training will 
they require? 


Staff will have to take HIV into account when they counsel on 
contraceptive choice as they do with other STD. They will have to answer 
questions from worried clients and refer to appropriate centres. 


Other than these tasks, FPAs will need to decide whetherto offer pre- 
or post-HIV test counselling, to offer small group counselling or to 
improve or expand their counselling service for family planning and HIV. 


Health Education (Chapters 4 & 5, Pages 57-93) 


What education can FPA workers at different levels offer to their clients 
and the public? What are the best approaches and methods? 


FPA workers can offer their clients information about HIV during 
consultation and help them to assess their own risk and what they might 
do to protect themselves. They can offer leaflets to all clients, aimed at 
the general public and at specific risk groups. They can contribute to, or 
initiate, group education or mass media activities. 


‘ FPAs have much experience in 
_ designing IEC projects to meet _ 
the needs of specific groups 


FPAs have much experience in designing IEC projects to meet the needs 
of specific groups. They can use this expertise to reach different social 


groups with relevant information on how they can protect themselves 
from HIV. 


This would involve working with small groups to find out current 
knowledge and perceptions of HIV and options and obstacles to 
adopting safer sex; involving the intended audience in the design of 


messages and media; pretesting Prototypes and production of the final 
materials, 
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School or family life education (Chapter 8, Pages 139-163) 


How are you going to ensure that all children receive information about 
HIV before they become sexually active, and that they learn the 
necessary skills to adopt safe sexual behaviour? 


Male motivation (Chapter 9, Pages 165-171) 


It may be very important to reach men with information about HIV and 
condoms because they may be the decision-makers about sex, they may 
have partners outside marriage, and they must agree to use condoms if 
they are to protect their partners and children. 


Women and development (Chapter 9, Pages 165-171) 


Many women find it difficult to make sex safer because they do not have 
the power to insist on safe sex. Women’s development projects can help 
women to adopt safer sex by offering them alternative sources of income, 
thus strengthening their economic position to increase their negotiating 
power with men. 


Training (Chapter 7, Pages 119-137) 


What additional training will your FPA workers at different levels need 
to cope with HIV? Who else do you train and what do they need to know 
and do about HIV? 


It is vital that any training of workers related to HIV and AIDS will help 
them to cope with their own prejudices, fears and anxieties concerning 
sexuality, behaviour and AIDS. In addition, all workers need to have the 
basic facts about HIV and AIDS and be able to apply them to their own 
lives, work and community. This might involve clinical training, or 
training in counselling and the use of educational materials. 


Care of people with AIDS 


Should your FPA get involved in any way with persons with AIDS? What 
role might they play? 


For the reasons outlined on Page 106 (in the Chapter on Counselling), 
it is unlikely that FPAs will be responsible for counselling people with 
AIDS directly. However, in areas with a high incidence of AIDS and few 
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health workers, FPA staff may become involved in helping the 
community to cope with persons with AIDS. 


HIV and AIDS will place a heavy burden on individuals, families and 
communities both for psychological support and practical care. Health 
services and FPAs will not be able to meet this need alone, but they could 
act as catalysts for community support systems. They may be able to train 
community counsellors and carers, link people up with available 
resources and help families to accept and cope with members with AIDS. 


Those FP workers who are involved in health care, may offer advice on 
home care, such as oral rehydration therapy and tepid sponging, and on 
protection for the carers. 


Choosing groups to work with 


You will be making decisions about which groups and areas to focus your 
HIV prevention programme on initially and in the longer term. Your 
decision will rest on: 


- your existing client groups and catchment areas 

- the contraceptive needs of different groups 

- which groups are likely to engage in high risk behaviour 
- which groups other organisations reach 


- whether you plan to reach new groups or expand your contact with 
specific groups. 


You might decide to focus on any of the following groups: 


Those at high risk of HIV infection. If the incidence of infection is very 
high in a particular place or among a particular group, but uncommon at 
present outside this, you may decide to begin where the infection is most 
common, aiming to reach the risk population and their partners. You 
might decide this because you feel that the infection is being transmitted 
through this source to others, and if you can prevent its transmission, say 
between married men and prostitutes, then you will at the same time 
protect women and children. You may also believe that if you promote 
the idea that everyone is at risk to the general public, you will generate 
a lot of "worried wells" who will suffer from unnecessary anxiety and 
damage to their relationships and will put heavy demands on services 
without achieving your aims. 


Thus, you might start a programme with prostitutes and male urban 
workers. Or you might focus on the following groups: 
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Those likely to be free from HIV infection at present. You may feel that 
it is already too late for those infected with HIV, but you can protect the 


future generation. : 


For example you might aim to reach all children before they become 
sexually active through FLE programmes. 


Those for whom AIDS will have the most far-reaching consequences. 
These might be women, young people, people with important skills. 


You might aim to reach all women and children through MCH, Women’s 
Development and youth programmes and educated people through 
video, or farmers through farmers associations. 


The general public. If there is infection in the general population and 
you cannot identify those people who are more at risk than others, you 
might decide to reach major groups, perhaps men, women and young 
people with specific messag>s and materials. ) 


Those who make the decisions about sexual behaviour. If 
decision-making on sexual practices is heavily dominated by one group, 
perhaps men or mothers- in-law, you might decide to focus education on 
these groups as a priority. 


IN COUNTRY B 


The majority of men and 
women are at risk of HIV and 
people are very worried about 
it. The FPA is responsible for 
most of the condom 
distribution and information 
about sexuality and 


IN COUNTRY A 


HIV is found mostly in drug 
users and homosexuals, 
attitudes to those who have 
HIV or AIDS are very negative, 
and the FPA has only recently 
managed to gain acceptance 
and dissociate its image from 
promiscuity. The FPA may well 
not wish be seen doing public 
AIDS education. However, 
they may decide to check their 
sterilisation procedures and 
encourage condom use for 
contraception and protection 
against all genital diseases. 


reproductive health in the 
country, and they are already 
involved in STD diagnosis and 
counselling. This FPA will 
inevitably integrate HIV 
prevention into its services and 
projects. 


Screening and testing for HIV 


A number of FPAs have expressed interest in Starting testing or 
screening for HIV. There are a number of problems in doing this, that 
make it look as though it is inadvisable for FPAs to undertake testing at 
the present time. 
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1. False Positive Rates 


The false positive rate for a test is the number of times a test will indicate 
that a person has antibodies to HIV (in other words, is "positive") when 
in fact they do not have antibodies to HIV. 


At present, the most favourable rate for false positives in tightly 
controlled situations with highly experienced staff and excellent 
laboratory facilities, is 1 in 5000, or 0.02%. However, practical 
experience with groups who have set up testing in less than ideal 
conditions have yielded false positive rates as high as 0.6%. 


Imagine testing 100,000 people in whom the prevalence of infection is 
0.01%. Of the 100,000, 10 are infected and 99,990 are not. If we allow 
the false positive rate to be the best so far attained (0.02%), the tests will 
yield false positive results in 20 of the 99,990 people who are not infected. 
Thus, of the 30 positive results, 10 will come from people who are 
infected, and 20 from people who are not infected. The probability that 
infection is present in a patient with positive results will be only 33.3%. 
This would have been at a minimum cost of $75,000. This can hardly be 
considered a worthwhile result. 


If the prevalence goes to 0.8% (whichis true of some African rural areas), 
then, of course, 800 people would really be positive, and about 20 would 
be falsely regarded as positive. This might be more acceptable. 
However, if the false positive rate approached 0.6%, then 600 people 
would test as falsely positive. 


Testing therefore depends for its viability on the prevalence of AIDS in 
the population being tested, and the false positive rate that is achieved 
by the testers. Family Planning Associations at present deal with clients 
that have a relatively low prevalence of HIV infection, and it is highly 
unlikely that they can achieve the very low false positive rates required 
to make the tests effective - unless massive amounts of capital and 


recurrent funds are generated. 
& 


2. Costs 


Let us assume that the cost of a test is $0.75. This could be achieved if 
large enough numbers of patients were tested. If the prevalence of HIV 
infection is 0.01%, 10,000 people would have to be tested for every case 
detected. This means a cost of $7,500 per case detected. This cost does 
not take into account the expenditure on staff and other facilities 
required to maintain the testing operation. It also does not take into 
account the false positive rate for the test, which, as we have seen, can 


produce unnacceptable numbers of people who believe themselves to be 
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Positive when they are not. Nor does it take into account the Prins 
costs of counselling before and after tests, and the necessary training an 
allocation of staff for such tasks. P 


3. Counselling 


For an individual, taking a test is a very serious matter. Not only is the 
result important for her or him, but it will also have implications for their 
partner, their family, their employment, and, in some countries, their life 
insurance. In many countries, being positive can mean total isolation in 
society, or perhaps even expulsion. This is because of the many 
innacuracies and myths that surrounded AIDS when the mass media and 
irresponsible scientists first reported on the problem. 


Because of this, every person who asks for or is offered a‘test must be 
counselled about the meaning of the test, and the consequences if the 
test is positive or negative. 


Whatever the result of the test, each individual must then be counselled 
appropriately after the test, and there must be facilities for long-term 
follow-up counselling should the result be positive, or if the individual is 
likely to seek another test. 


There may also be the need for counselling of the sexual partner and 
family of the individual. 


All this requires a big investment of time, personnel and resources. 
Furthermore, since the best counsellors are people from the same group 
as the person tested, time has to be spent with target groups to identify 
potential counsellors, and then to develop a counselling programme with 
them. 


Many FPAs simply will not have the resources in time or personnel to 
devote to such a programme, 


4. Social costs 


The social costs of testing are potentially enormous. Not only are there 
the difficulties for the individual referred to above, should the test prove 
truly positive (not taking into account the toll of anxiety and suffering if 
it is falsely positive), but the tendency has been for society to reinforce 
its prejudices when they discover that someone has a positive result. This 
means that strong IEC programmes have to be developed to target those 
groups in the public that are doing "the accusing". Furthermore, 
dilemmas are generated by the testing that will be done as part of surveys 
and screening. 
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5. False negatives 


In addition to the problems of false positives, there are the problems of 
how to interpret a test that is negative. 


The test may be negative in two ways: 


- when the test result is wrong (when the person has antibodies, but 
is wrongly identified as not having antibodies) 


- when the person has no antibodies, but has been infected with HIV. 


The second case is the more difficult, since the time after infection, and 
before antibodies appears depends on the route of infection, the dose of 
HIV, the frequency of exposure, and, perhaps, individual variation. Thus 
the time for development of antibodies can vary between two months 
and three years, although most people seem to develop antibodies within 
three months. 


Furthermore, after antibodies have been generated, there comes a time 
when they disappear again (generally just before the onset of AIDS). 


Therefore, it can be quite dangerous to interpret a negative result as 
meaning the person has not been infected with HIV. 


6. Rationale for testing HIV only 


Very few FPAs have set up facilities for testing for the presence of other 
Sexually Transmissible Disease. Why should testing for HIV be 
considered as somehow different? 


7, When Should testing be done? 


There seem to be very few cases when testing is appropriate. Testing 
blood supplies is one good example, when the false positive rate will not 
matter so much (though if individuals are told the result, the problems 
remain). Another good example is when different populations are 
screened to find the prevalence of HIV infection. Finally, there is the 
provision of voluntary testing of individuals - which, as we have seen, is 
probably best done by those with the resources to provide for screening 
(and the associated counselling) on a very large scale, with sufficient 
accuracy. All these types of activity are catered for in the National Plans 
currently being generated. There is therefore little need for FPAs to 
consider being involved in such activities. 
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CHAPTER 3 


SERVICE DELIVERY 


ee 


Fas providing a wide range of services to their clients will be involved 
with HIV and AIDS in many ways. Some will be asked for information 
and advice from clients worried about AIDS who have come in for 
contraceptive or other services. Others may find that clients are rejecting 
contraception for themselves because of fears that they might catch HIV. 
Then there are the worries of the staff themselves in carrying out various 
procedures. This chapter looks at some of the technical aspects of service 
delivery, and how they relate to HIV and AIDS. 


Contraception 


Barrier methods - the condom, cap and spermicides 


At present, the condom is the only barrier method that is known to be 
effective in prevention of HIV transmission. In sexual intercourse, the 
virus is presumed to be transmitted mainly in the seminal fluid. Water is 
unable to pass through intact condoms, so it is very unlikely that HIV, 
which is far larger than a molecule of water, can pass through. The 
problem is, of course, to ensure that the condom is up to date, does not 
break, and is used throughout sexual intercourse - exactly as is necessary 
for contraceptive use. 


Several studies support the idea that men using condoms are less likely 
to become infected, or infect others, with HIV as well as other sexually 
transmitted diseases. Studies of the condom’s effectiveness in preventing 
pregnancy show a three per cent failure rate at best, and the failure rate 
of condoms used to protect against HIV is likely to be the same or even 
higher, for the same reasons. Furthermore, it should be borne in mind 
that a woman is at risk of pregnancy only at certain times of the month, 
while a person is always at risk of HIV infection. 
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In addition, condoms used in anal intercourse are much more likely to 
break. Breakages can be minimised by using a special strong condom and 
plenty of lubrication (though only with water-based lubricants). People 
using condoms to protect against HIV may, however, have stronger 
motivation to use the condom correctly and at every sexual act and this 
may increase the method’s effectiveness. 


The possibility has also been raised that some transmission may occur 
through open wounds or sores on the body surface. Ulcers associated 
with some sexually transmitted diseases are commonly open in the area 
of the groin and scrotum and will come into prolonged contact with a 
partner’s skin during many sexual acts. If such transmission is possible 
(and to date we do not have much evidence about this) the use of 
condoms would not protect against it. Some condoms that were designed 
to fit over the scrotal sac as well have so far proved unreliable. 


Laboratory tests have shown that nonoxynol-9, a chemical used in some 
spermicides, can inactivate HIV. Some recent studies have also pointed 
to the probability that when condoms break, but are used with 
nonoxynol-9, then there is a considerable degree of protection against 
transmission. Spermicides are not recommended for sole use, but 
certainly would be better than nothing for women who are unable to 
insist that their partners use condoms. 


If condoms are not stored correctly, 
they can deteriorate well before the 
suggested expiry date 


A problem that must be examined at all levels is the condition of the 
condom itself. If condoms are not stored well, then they can deteriorate 
well before the suggested expiry date, and break or burst when used. 
Some studies have suggested that in poor storage conditions, condoms 
may only be guaranteed for three months. 


Three stages in the interval between condom manufacture and use are 
important: 


- transport to, and storage in, a warehouse 
- delivery to, and display in, a dispensing outlet 


- Storage and handling by the consumer prior to use 


At every Stage, protection from heat, humidity, crushing and light are 
important. It may therefore be necessary for FPAs to monitor condom 
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quality at various levels by testing batches with suitable tests. One of the 
easiest tests is to fill a condom with 300m! of water. If one condom in 
thirty tested breaks under this test, then the whole batch from which the 
condoms were taken should be destroyed and replaced. (It should be 
pointed out that air-burst testing is far more sensitive and is preferable). 
If testing is not possible, then at small warehouses and clinics, where 
conditions are particularly likely to accelerate deterioration, condoms 
should not be stered for more than three months. Older stocks should 
be sent back to a central storage facility for testing. 


Not enough is known about whether HIV can be transmitted through all 
parts of the genital tract, whether it passes more easily through some 
parts than others or whether it passes through the intact cell linings. 
Therefore, the use of barrier methods other than male condoms such as 
cervical caps and diaphragms is not recommended as protection against 
HIV infection, though again, use of these methods with spermicides may 
well be better than nothing. 


Similarly withdrawal, which is not usually recommended as a method of 
contraception, is not recommended for the prevention of HIV 
transmission from a man. Some fluid is produced by the penis before the 
main ejaculation takes place, so it is possible that HIV can be transmitted 
even though ejaculation takes place outside the partner’s body. 
However, in cases of difficulty, withdrawal will be better than continuing. 


Vasectomised men are able to transmit HIV in their ejaculate. 
Vasectomised men should therefore take the same precautions as others 
if they are worried about transmission of HIV. 


There is no evidence that oral 
contraceptives have any effect on 
the transmission of HIV 


Oral contraceptives 


Many people have been worried that hormonal contraceptives, because 
of their interaction with the body’s immune system, may maké the body 
more susceptible to HIV infection. To date, there is no evidence that oral 
contraceptives have any effect on the transmission of HIV or the course 


of AIDS once a person is infected. 


Intra-Uterine Devices ([UDs) 


It has been recommended for many years that IUDs should not be used 
by women who are at risk of being infected with a sexually transmitted 
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disease. The advice is equally true when discussing the risk of AIDS. 
There are a number of potential problems concerning IUDs. Increased 
blood flow caused by the device may increase the chances of the virus 
being transmitted to a sexual partner. The increased cellularity which 
accompanies IUD insertion may increase the chances of a woman 
becoming infected with the virus or transmitting it. The IUD may cause 
local damage to the lining of the womb which may be a potential entry 
point for the virus, or a point from which it may be transmitted. The 
presence of other sexually transmitted diseases may increase the 
likelihood of infection by HIV. 


Injectable contraceptives 


Like oral contraceptives, injectable contraceptives do not appear to have 
any effect on the transmission of HIV or the disease itself. However, if 
injectable contraceptives are given to more than one woman with the 
same needle, proper sterilisation procedures must be carried out to 
prevent HIV from being transmitted in this way (see below, Page 51). 


Sterilisation 


Sterilisation operations must be carried out with sterile implements if 
the risk of HIV transmission is to be eliminated. Screened blood (or, if 
Screening is unavailable, blood from people at low risk of being infected) 
should be available in case a blood transfusion Should be necessary. 
Once the operation has been carried out, it does not affect the risk of 
Passing on or being infected by HIV. Vasectomised men should not 
assume that their ejaculate cannot transmit HIV (see above, Page 49). 


Preventing pregnancy or preventing AIDS? 


There may be some confusion in people’s minds as to whether they are 
using contraceptives to prevent pregnancy or AIDS. Oral contraceptives 
do not protect against HIV infection. 


Some people may feel that there is no point in using other methods of 
contraception if they are to use a condom anyway to protect against HIV. 
In some cases there may not be any point, but many women would be 
advised to continue with their existing method of contraception as well 
as using condoms to protect against HIV infection. If awoman becomes 
pregnant when she is infected with HIV, there is a risk that the baby will 
become infected in the womb or during birth (as discussed in Chapter 
1). As there is this double risk (the risk of having an infected child, and 
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the risk of the child being orphaned through the death of the mother), 
the nature of the risk should be discussed with any woman who is 
HIV-positive. 


Sterilisation of medical equipment 


HIV can be transmitted from one person to another through 
contaminated blood and blood products. This means that any medical 
procedures where blood comes into contact with health personnel or 
medical equipment can potentially transmit HIV. 


HIV is destroyed by 
conventional methods 


of sterilisation 


HIV is destroyed by conventional methods of sterilisation in which 
temperatures and times such as those used to inactivate other viruses (eg 
Hepatitis B virus) are maintained. The following guidelines are adapted 
from the WHO AIDS series no.2 “Guidelines on sterilisation and 
high-level disinfection methods effective against HIV”. This has been 
distributed to most FPAs. 


Using heat 


Aswith other pathogenic microbes, heat is the most effective method for 
inactivating HIV. Medical instruments, needles and syringes can 
therefore be sterilised (after thorough cleaning) by boiling for 20 
minutes. When the prevalence of HIV infection is high, further 
protection can be given to health workers when preparing instruments 
for sterilisation, by soaking the instruments for 30 minutes in chemical 
disinfectant before cleaning. 


The guidelines for steam sterilisation (autoclaving) of reusable medical 
instruments including needles and syringes are similar. Autoclaves and 
pressure cookers should be operated at 121° C (250° F) equivalent to a 
pressure of 1 atmosphere (101 kPa, 151 Ib/in’) above atmospheric 
pressure, for a minimum of 20 minutes. This is the method of choice 
when there are worries about spore-forming organisms. 


If instruments that can withstand high temperatures are sterilised by dry 
heat in an electric oven, they should be kept for two hours at 170°C 


(340°F). 


IPPF/Mark Edwards 
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Are your procedures for 
infection control adequate to 
protect clients and staff from 
HIV and other organisms? 


Caroline Penn 
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Using chemicals 


Chemical disinfectants are less reliable than heat since they can be 
inactivated by blood or other organic matter that may be present: for this 
reason itis vital to clean instruments carefully before soaking in chemical 
disinfectant. They must be prepared carefully. They may also rapidly lose 
their strength, especially when stored in a warm place. Chemical 
disinfection mus? not be used for needles and syringes. The following 
chemical disinfectants have been shown to be effective in inactivating 
HIV: 


sodium hypochlorite, 0.1-0.5% available chlorine; 
(household liquid bleach usually contains 5% available chlorine, 
so can be diluted to 1 in 10) 

chloramine 2% (tosylchloramide sodium) 

ethanol 70%; 

isopropyl alcohol (2-propanol) 707%; 

polyvidone iodine 2.5% 

formaldehyde 4% 

glutaral (glutaraldehyde) 27% 

hydrogen peroxide 6% 


Any one of these is appropriate for wiping surfaces such as table tops and 
for spilt blood. For visible spilt blood, the area should first be flooded 
with disinfectant; the mixed blood and disinfectant should then be 
removed; finally the surface should be wiped with the disinfectant. 
Sodium hypochlorite is the preferred disinfectant. If alcohol is used, the 
surface should be wiped several times because alcohol evaporates 
rapidly. 


The two major disadvantages of the chlorine-releasing compounds (such 
as sodium hypochlorite, chloramine) are that 


- they corrode metal and damage fabrics 


- they deteriorate 


Therefore solutions exceeding 0.1% available chlorine should not be 
used repeatedly for the disinfection of good quality stainless steel 
equipment. Contact should not exceed 30 minutes and should be 
followed by thorough rinsing and drying. Dilutions should not be 
prepared in metallic containers as they may corrode rapidly. Use only 
recently made solutions and protect them from heat and light. 


Disinfectants based on hexachlorophene or chlorhexidine or quaternary 
ammonium compounds may be ineffective in inactivating HIV. Thus 
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"Savion", or "Dettol" are not recommended for the sterilisation of 
instruments to protect against HIV. 


The following field guide is adapted from the WHO booklet referred e 
on Page 51. A poster with this information is available from the Globa 
Programme on AIDS, WHO, 1211 Geneva 27, Switzerland. 


Boiling 


minutes after thorough 
cleaning of instruments 


Inactivates (kills) all 
viruses and bacteria 
but not spores 


sodium hypochlorite (0.5% 
available chlorine) 


chloramine 2% 
ethanol 70% 


Immersion in high-level 
disinfectant for 30 minutes 
after thorough cleaning of 
instruments. 


Formaldehyde is toxic and 


Chemical 
disinfection 


Inactivates (kills) all 


viruses and bacteria very irritant so its use is a cael, ba 
but not spores. hinneed polyvidone iodine 2.5% 
Only use when heat Low-level disinfectants (eg | formaldehyde 4% 


not appropriate. 


glutaral (glutaraldehyde) 2% 
hydrogen peroxide 6% 


Savlon, Dettol) are not 
recommended. 


In autoclave, pressure cooker 
or steam steriliser. 


Steam sterilisation under 
pressure for at least 20 
minutes: 1 atmosphere 
(101 kPa, 15 Ib/in*) above 
atmospheric pressure, 
121°C (250°F) 


Steam 
sterilisation 


Inactivates (kills) all 
viruses, bacteria and 
spores 


2 hours at 170°C (340°F) In electric oven 


Dry heat 
sterilisation 


Inactivates (kills) all 
viruses, bacteria and 
spores 
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Risks to health workers 


Much has been made of the risk of infection of health workers dealing 
with HIV-infected people. If normal precautions are taken, there should 
be no risk. As mentioned in Chapter 1 (Page 15), accidental needlestick 
injuries have caused infection of health workers with HIV, but less than 
0.1 per cent of all such exposures have resulted in transmission of HIV. 
Other cases ocourred in very unusual circumstances often involving 
unprotected lesions of the hands and an assumption that the patient was 
HIV- free. These unusual circumstances have been highlighted in the 
box in Chapter 1 (Page 14). 


As usual, any worker whose hands are chapped, inflamed, or cut should 
always wear gloves when performing internal examinations or when 
using instruments, or when in contact with blood or seminal fluid. In 
other cases, and if sterile gloves are in short supply, workers should wash 
their hands thoroughly with soap between procedures (as normal) and 
ensure their nails are kept short. No one should ever scrub their hands 
until they are raw. 


All FPAs might benefit from staff talking through the possible dangers 
and also giving reassurance that, where proper hygiene and practice is 
observed, there should be no risk to health workers. It should be 
remembered that the transmission of other potentially fatal illnesses 
(such as hepatitis) is very rare indeed in clinical settings. Have you had 
any such cases in your own practice? 


jease sir, 
jssued with 
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Working together 


CHAPTER 4 


WORKING TOGETHER AS 
PARTNERS 


An FPA worker encourages her client to talk about her anxieties 
concerning HIV and to explore how she might protect herself and her 
future children. 


A teacher uses a word game to find out what words children use to talk 
about sex and how much they know about HIV. He bases the lesson on 
their current knowledge and fears. 


An FPA communicator works with a group of prostitutes to design a 
leaflet which contains information of their risks and options for 
protecting themselves. 


A trainer gets together field workers and branch staff to identify together 
problems with their condom programme and strategies for tackling these 
problems, including training in current use and motivation for HIV 
protection. 


A husband and wife manage to overcome their embarrassment and talk 
about their anxieties about HIV and what they might do about it. They 
share what they have heard about the disease from the radio, at the MCH 
clinic and in the bar. 


A group of male factory workers look at their risks of becoming infected 
with HIV and decide that one of their group should become a voluntary 
AIDS educator and another a condom distributor. 


All these activities involve two-way communication. People are listening 
to each other and learning from each other. By sharing their knowledge 
and experience they understand their problems more clearly, their fears 
and anxieties, their expectations and aspirations. They review their 
options and look at the advantages and disadvantages of each. They work 
towards a feasible and acceptable plan of action. 
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Communications skills are an important part of all FPA progr aIDMES 
whether in training and supervising workers, working with individual 
clients or working with different groups. An essential ingredient of this 
skill is the ability to learn from trainees or clients, and then put our own 
information and experience into the context of the situations and 
perceptions of the learner. 


An essential ingredient 
of this skill is the 
ability to learn from 
trainees or clients 


Most of us have to unlearn our past experience of education - which gave 
the idea that the teacher tells us the facts and what to do with them. We 
all have a tendency to want to tell people what they should do and people 
expect it of us when we are in a position of authority. Fear of AIDS makes 
everybody particularly anxious to control other peoples’ behaviour - 
from disseminating authoritarian messages to locking up and punishing 
those who refuse to conform. Our moral attitudes often get tangled up 
with the scientific facts, making us even more confident that we know 
what is good for people. 


However, the most successful health education programmes have been 
those developed with the client group by people close to them. They are 
successful because they set information in the context of what people 
know, do, and feel and in the context of the realities of their lives. 


This means starting out with 
an open mind, and as few 
pre- conceived ideas about 

the messages and the 

audience as possible 


FPAs can work in the same way by developing information-sharing 
programmes with their different client groups. Fhis means Starting out 
with an open mind and as few pre-conceived ideas about the group and 
their needs as possible. Staff might discuss where the ideas that they do 


have about the group come from - are they merely opinions, or are they 
based on real knowledge? 


We and our workers must learn to stand back and allow people to explore 
their problems and options and decide on their own plans of action. 
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We and our workers must also become more aware of our own fears and 
attitudes towards sexuality and death so that we can prevent these 
feelings from getting in the way when we listen and learn from clients. 


We must allow our workers autonomy to adapt their messages and work 
practices to match their environment. 


We must actively support them in doing all this. 


If we do not sufficiently take the environment in which people live and 
work into account, people will be unable to put what they have learnt on 
a course or in the clinic into practice. Probably trainers, FPA workers 
and people in the community can all come up with examples of how the 
pressures of daily life, work and society conspired to prevent change. 


In this, and the chapters that follow, we give practical suggestions on how 
to increase communication skills; how to make training, health 
education and counselling relevant; and how to get around barriers to 
change. 


Results of education campaigns 


In many countries the first step in the HIV prevention strategy has been 
a mass education campaign aimed at making everyone aware of the 
deadly nature of the infection; and the basic facts about how it is spread 
and how they should avoid it. 


Often, in these campaigns, information was not placed in the context of 
the lives of particular groups and the audience was not involved in the 
development of messages or media. 


Campaigns have thus 
often made people less 
able to respond 
effectively to AIDS 


Unfortunately many of these mass campaigns have left people 
misinformed and anxious; unable to relate the information to their own 
lives; and feeling that AIDS can only be dealt with by testing and 
isolating. The campaigns have thus often made people less able to 
respond effectively to AIDS. Educators now have the task of enabling 
people to rethink the meaning of AIDS in their lives and how they can 
respond to this problem in a more constructive way. 
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For many people, the facts alone are not enough to enable them to 
change their behaviour. Even the facts are not very straightforward and 
difficult choices have to be made. The meaning that people give to the 
facts and what they can do with them will depend on the social group to 
which they belong. 


Consider the following examples: 


"Stick to one faithful partner" 


This will not help you if your partner is already infected with HIV. Then 
you need to practise safe sex. How can you be sure that your partner Is 
uninfected and faithful? 


How will a bar girl, a polygamous man, or the wife of a migrant worker, 
deal with this message? 


"Protect yourself, use a condom" 


Everyone knows that condoms often burst in the hot climates, resulting 
in many accidental pregnancies. Will it be worth putting a condom 
between oneself and death? What will happen when a condom is 
introduced into a relationship? 


"If you think you might have HIV, don’t get pregnant." 


There is a risk that the baby will be infected with HIV in the womb, but 
the highest level of risk seen so far is one baby in two. Is this a credible 
message for a couple whose main reason for getting married is 
procreation? 


The complexity of the decisions which people must make in the sensitive, 
private arena of sexual behaviour makes the indiscriminate use of mass 
media particularly inappropriate. 


Working with people 


HIV will only be prevented if people work together in pairs or in groups 
to explore the dimensions of the problem, look at their options and 
decide to support each other in actions to solve the problem. The FPA 
worker and the group share information in this process and the group 
share what they know with others in their group and community. 


This approach to education is very different from typical communication 
practice where the communicator collects Knowledge, Attitude and 
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Practice (KAP) data from ‘target groups’ in order to process and feed it 
back to them as appropriate ‘messages’. 


In genuine participation the communicator and the group work together 


as equal partners in a sharing of knowledge and experience, in a process 
which has the following stages: 


Exploring the dimensions of the problem 


Understanding the problem more clearly 


Developing a plan of action 


From the beginning, the communicator builds up a relationship of trust 
and safety with the group. 


FPA workers are in a good position to use this process when they counsel 
individuals or couples; when they work with groups in their Women and 
Development, Youth and Male Involvement programmes and when they 
develop and produce media to reach more people from these groups* 


FPAs can use these different communication situations so that they 
reinforce each other and provide an ever widening support network for 
members of the groups. 


For local health workers and their communities, 


the need is not but to gather everyone together 
to gather information... and look at what they already know. 


WHAT WE KNOW ABOUT 
OUR COMMUNITY 


Needs) ao 
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Person to person counselling 


| 
Individuals with similar Person 
problems find support in concerned 
a group about HIV 
after group 
Person discussion 
concerned needs 
after media counselling 
presentation Small group 


needs : 
counselling counselling 
: or discussion onan 


People form 


groups for 
Group devel discussion and 
il a support after 
media for wider 
media exposure 


audience 


Larger groups using media and materials. 


As FPA workers communicate with their clients and groups in their daily 
work, everyone will come to understand the dimensions of the problem 
and options for coping with it more and more clearly. They will try out 
and evaluate actions and adapt their actions so that they become more 
boli This process is empowering and supportive for workers and 
clients. 


Building a good relationship 


From the start the person working with the group builds a relationship 
of trust and equality with the group. In this way people feel safe enough 
to express their ideas and feelings honestly and confident enough to trust 
their own knowledge and experience in solving problems. The worker 
observes strict confidentiality about what is said in the group. She or he 
listens attentively to what is said and follows the group’s lead in the 
discussion. She or he shares his or her own problems and uncertainties 
about AIDS and seeks help from the group. 


"AIDS is a problem for all of us, what can we do about it?", is a better 


introduction than "I’m comin 
g to tell you about what 
don't catch AIDS". ‘ ae eee 
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People can disclose intimate feelings with someone they trust 


Groups explore the dimensions of a problem 


The group explores together the dimensions of the AIDS problem in the 
social and economic context of their own lives. 


The group explores their feelings as well as their knowledge and 
experience. They bring up and look at a wide range of connecting ideas. 
They explore the meaning of AIDS in their lives and how and why people 
behave as they do. 


A group of six to ten people works best with this type of group counselling 
or discussion. A group made up of people of the same gender will find 
it easier to talk freely about sexual matters, but they may get locked into 
a fixed view of a Situation. For example, that women are powerless and 
menwon’tuse condoms. A group of men and women may bring out areas 
of conflict and potential solidarity in a helpful way, if the men can be 
prevented from dominating the discussion. 


Young people may find it difficult to discuss sexuality with their elders 
and visa-versa, but a group made up of three generations can bring out 
useful ideas on changing sexual practices and whether traditional values 
can be used to validate safer sexual practices. 


The discussion is held as an open-ended conversation, usually lasting for 
one or two hours. The communicator introduces a problem and 
encourages all participants to talk about it together - giving their ideas, 
sharing feelings and experience, asking each other questions and 
responding to comments. 
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The communicator asks open-ended, non-judgemental questions to 
stimulate discussion, to clarify and to probe. She follows the feelings and 
concerns of the group rather than imposing her own agenda with a long 
checklist of pre-written questions. 


A good question to begin with might be: 


" We have a new disease in our country called AIDS. I have 
been asked to work with you to tackle this problem. I myself feel 
very unsure about the best way to go about it, so I thought we 
might explore what the problem means to us and look at what 
we need to do to prevent its spread in our groups and 
communities." 


Through the discussion, the communicator gives all members of the 
group plenty of opportunity to express their ideas and feélings without 
interruption before contributing her own knowledge and experience. 
This gives people the confidence to say what they feel and think without 
fear of giving a ‘wrong’ answer. The communicator creates an informal 
and relaxed setting where people feel free to speak honestly and fully 
without fear of pressure, disapproval or gossiping from others. It is 
important that people have a chance to explore their own strengths as 
well as information gaps and misperceptions fully so that they are better 
able to counsel, educate or produce media for others in their group. 


Also, communicators often find that giving the facts by themselves in a 
discussion does not alter people’s opinion. For example, telling people 
that they cannot become infected with HIV through social contact often 
produces a "Why should we believe you, we’re not taking any chances" 
response. To overcome this problem, people need an opportunity to 
explore their anxieties and feelings about the issues AIDS brings up. The 
following questions are likely to arise spontaneously in the discussion. 
The communicator may be asked to give factual information as the 
discussion proceeds. 


What is AIDS? 
How might people in my group become infected with HIV? 
How might this disease affect my group now and in the future? 


How can we help our group to change behaviours which put them at risk of 
HIV? How can we overcome barriers to change? 


How can we support those already affected? 
The next stage is to understand the problem more clearly and identify 


important issues for information Sharing and action. 
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How will this 
disease affect us 
now ana in the 


How can 
we change 
our behaviour 
and help others 
to change’ 


How might 
people like Us 
become infected! 


s 
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overcome barriers AY Sy [UN 


fo change! 7 /How can we support 
those already affected § 


Give groups the space to explore the problem and options for 
coping with it themselves 
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The group identify and focus on the most important issues. They explore 
them more thoroughly, looking at their options and opportunities and 
barriers to change. The communicator shares her knowledge and 
experience of AIDS with the group. The group think about what 
information is relevant for their group and how people can be helped to 
understand the ideas and act on them in their own lives. 


Developing a plan of action 


Members of the group decide what they want to do about AIDS, both in 
their own personal relationships and with members of their group. They 
agree on what goals they will try to achieve before the next meeting and 
who will do what, with what resources. \ 
How can members of the group share their ideas with others and help 
them to change? 


If the group feel ready to share information with others and help them 
to change, they can explore opportunities for sharing information with 
others in their group and a wider audience. How can they set up networks 
which will ensure that all members of their group have information and 
support about AIDS? Do they need to educate some of their members 
to become volunteer counsellors or AIDS educators? Should they make 
a conscious effort to inform their everyday contacts about AIDS, for 
example, while waiting at the water pump, or selling in the market? 
Could someone talk about AIDS in the church or in the school? Could 
they reach a larger audience through the radio or drama shows? 


The group may decide that they need to select members to become 
counsellors or promoters for their wider group. Your FPA could assist 
by training and Supporting these volunteers. Such counsellors are 
referred to as "peer group counsellors", and are often far better at 
counselling than those who have been professionally trained but who do 
not come from the group. Thus, in several countries prostitute women 
have become counsellors and educators for their group. 


Media and Materials 


The group may decide that some media or print materials will allow the 
information to reach a wider audience, or motivate people to change, or 
reinforce particular ideas. 
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The communicator can then help the group to explore their own 


potential for using media as well as possibilities for linking up with 
outside media resources. 


What communication skills do we have within our group and 
community? What skills can our FPA offer? How can we learn new 
communication skills? 

a] 


Develop media 
according to the local 


skills available 


The group or their community may have story tellers, artists, poets, 
singers, writers, actors and puppeteers among their members. 


These skilled people can work with the FPA and group to develop 
powerful media productions at low cost. The FPA may be able to arrange 
for the dissemination of these presentations more widely through the 
radio, television, touring drama groups or story/comic booklets. 


Locally produced media have several important advantages: 


- they involve the group directly so that they share responsibility for 
the development of the learning objectives and content; this process 
is empowering and ensures that the information is relevant to the 
group. 

- people are familiar with the media and can understand and relate to 
it easily. 

- production is cheap and can go ahead quickly without waiting for 
outside resources. 


Groups can also be involved in the development and production of print 
materials such as posters, leaflets and picture books. The group works 
with the FPA staff and local artists to design the materials which can be 
cheaply produced using mimeo or silk screen. After further testing and 
adaption, the group may arrange for the FPA to run off larger numbers 
of copies using local print facilities. 


This level of community participation in media development requires 
that FPAs educate their staff to facilitate rather than direct. It also 
requires a management and support system which enables health 
educators to work closely with different groups as an ongoing process. 


People may think that a more expensive medium which requires oper: 
equipment and expertise, such as film, would be especially valuable. In 
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this case, it will be more cost effective to devise a story based on common 
themes, relevant to as many groups as possible. These themes should 
become clear as different groups explore the problem of AIDS and 
options for change. 


Film is a helpful media for addressing these problems because the 
audience becomes personally involved. 


One film being made tells the story of a husband who lives in town and has casual 
girl friends while his wife stays in the village with her children. The baby is then 
found to have AIDS, and the consequences for all the family unfold. The film 


also shows the lack of conviction that HIV/AIDS exists in one’s own group and 
the disbelief that HIV is only transmitted through sex and blood. It shows how 
this lack of conviction leads to a desire to test and isolate. 


Ne 


Some media ideas from around the world 


In this section we explore the potential of different media and describe 
some examples from around the world. 


These examples may give groups and FPAs some ideas which could serve 
as a springboard for the development of local media. 


Remember that the best media and materials are developed with the 
group who are to use them and used to encourage discussion, 
problem-solving and action. 


The Performing Arts 


The performing arts include story telling, role play, drama, puppetry, 
songs, dance, mime and film/video. 


In most societies in the world, people find it easier to understand and 
relate to the spoken word than to print materials. 


Our experience with AIDS campaigns suggests that people need more 
than a list of facts and directions to take action. The facts need to be 
placed in a context which involves people in a personal way, which 
enables them to experience, at least at second hand, the reality of AIDS 
in their lives. Performing arts can achieve this reality and involvement in 
a way that is rarely possible through print materials. 


The performing arts enable people to discover privately that information 
is relevant to their lives without feeling accused or threatened. They can 
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examine their own behaviour and its consequences, and try out how it 


would be to change. This is particularly important with the sensitive 
issues surrounding AIDS. 


The performing arts have been used for educational purposes for 
generations in most parts of the world. The necessary skills are available 
in the community and people understand and relate to familiar media. 


Story Telling 


FPA workers and volunteers could use stories with any group to 
stimulate discussion. The group can develop the story and tell it to others. 
Only one person is needed to tell the story. Some stories pose a problem 
without giving solutions and invite the audience to look at options and 
decide on action. | 


For example: 


A group of people are chatting at the tea stall. The conversation turns to 
AIDS. 


"Thank God we are not in danger of this horrible disease here" says John. 
"It’s only these prostitutes and loose men in the city who get it. As long as 
we keep them out of our village, we are safe." 


"Yes" agrees a young woman. "We shall test our sisters when they return 
from neighbouring cities. Only if they are uncontaminated will we allow 
them to live here." 


One man was thoughtful. "But many of us visit the city from time to time, 
and even sleep there on occasion." 


An old man chuckles. "And do you sleep alone? In my day the trip to agi 
city was the time for a bit of a fling away from the wife and her sucking baby. 


Everyone laughs, but then there is an uneasy silence while people go over 
in their minds what they have been doing over the past year. 


Role Play 


Groups can easily develop role plays from stories OF use role play in the 
process of developing a story. Role plays increase the interest and impact 
of astory and members of the group can take it in turns to act out various 
versions of how the situation develops. Role plays are easy to pet 
and do not require any additional resources. They can be regularly use 
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by all FP workers with groups at clinics, schools, youth clubs and 
factories. 


Drama and Puppetry 


Groups can develop role plays into a dramatic production for 
performance in communities, schools and health units. The group may 
decide to invite a local drama group to act and tour with the play so that 


it reaches more communities. 


Puppets are a traditional medium used in many countries for social 
comment. Puppets can say and do things that actors would find difficult 
because the puppet is detached from the person using it. In spite of this, 
the audience becomes involved with the characters at a feeling as well as 
a thinking level. This may make puppets particularly useful for raising 
AIDS issues which are embarrassing or frightening. They are also good 
at portraying stereotypes which could come into a story aimed at 
examining how stereotyping and "risk groups" lead to stigmatisation and 
denial. 


/ a 
Use local communication Skills to bring information to life 
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In one African country puppetry is used as a medium for health education 
more readily than drama or songs because it only requires two people to 
perform a puppet play and a minimum of organisation. 


Another African programme uses drama and puppetry together. The 
actors perform a scene on the front of the stage, while large sock puppets 
comment on the action and talk to each other from a playboard behind 
the stage. 


Radio 


Radio spots, dramas or phone-ins can reach many people of all ages in 
rural as well as urban areas. Often local radio stations will be happy to 
broadcast educational programmes in local languages. It may be 
possible to insert an AIDS theme into popular soap operas on radio and 
television. 


A radio play in one African country about a boy who became infected 
with HIV while studying in Germany and came home to his girl friend 
made so much impression on young people that it is no longer a status 
symbol to have studied abroad. 


The New York City Department of Health put out the radio adverts on 
page 72 called "So Can You". 


Video and Film 


Video and film can be powerful media in areas where people are 
accustomed to watching films - whether on television, cinema, or mobile 
vans. Televisions are common in some urban areas, and they can provide 
unique opportunities for communication. 


Video can enable many young people to share this experience in a way 
that would be difficult and expensive to organise in any other way. Video 
should be followed up with discussion and further support - otherwise 
changed behaviour in response to it is likely to be short-lived, and peupie 
may be left with anxieties. A good example is the "Coming Soon" video 
highlighted in the box on Page 73. 


Short television spots can reach many people. In Zaire, a short film on 
topics such as breast feeding and oral rehydration Is shown each evening 
before the news. In the UK, AIDS themes have appeared in popular 


soap operas. 
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Radio advert 1 Radio advert 2 


GIRL: Tonight was really nice. SOUND EFFECTS: BARSOUNDS WITH 


MUSIC UNDER. 

BOY: Yeh. (Kiss) : : 

ae 1st WOMAN: Hmmm, you’re right....this 
GIRL: [I really like being with you. place is pretty nice. 
POY, | Hike being with you too. 2nd WOMAN: Yeah, this is where I met 
ANNOUNCER: He’ll tell you just what you that guy Brian I was tellin’ you about. 
want to hear. 1st WOMAN: Oh yeah, I remember. 
BOY: You look great, you know that? 2nd WOMAN: it was only one night, but 
ANNOUNCER: But one thing he can’t tell this guy was unbelievable! So sexy! 
you is if he’s got the AIDS virus. Because he ist WOMAN: | Ifa aiving lo ccc him. 


probably doesn’t know, and if he doesn’t 


know, how would you? So protect yourself. 2nd WQMAN: Well, he says he comes here 


Use a condom. all the time. 
BOY: What’s this? You don’t want to me 1st WOMAN: | Let’s ask the bartender. 
to wear this. C’mon, I don’t need a condom. 2nd WOMAN: Excuse me, you know that 
GIRL: _ I want you to. guy Brian? 
BOY:  Noreally, we don’t need one. BARTENDER: You a friend of his? 
ANNOUNCER: And ifhe says no, so can 2nd WOMAN: You might say that. 
a BARTENDER: He doesn’t come around 
GIRL: Then forget it. anymore. 
BOY: Hey, come on. Where are you 2nd WOMAN: Really! What’s the matter? 
ing? 
ig BARTENDER: I heard he has the AIDS 
SOUND EFFECTS: DOOR CLOSE virus. 
i. 2nd WOMAN: No way.......he looked fine. 
ANNOUNCER: AIDS. If you think you : ith hi 
can’t get it, you're dead wrong, Ist WOMAN: And you slept with him? 
For more information call 1-718-485-8111. ear AID - aa rane oa 
That’s 1-718-485- 8111. This message was os slenibipea tr 1 ae rama gd 
brought to you by the New York City you ve got to protect yourself. If you choose 
Department of Health to have sex, use a condom. It’s your best 
: protection. 
AIDS. If you think you can’t get it, you’re 
dead wrong. 


Cartoons and Strip Cartoons 


Cartoons can introduce humour into a frightening and embarrassing 
subject. This can defuse panic and anxiety and help people to get the 
problem into perspective, Strip cartoons or stories are particularly 
popular with young people and people with limited reading ability. 


Strip cartoons can show folk heroes acting powerfully against AIDS, or 


depict stories of people "just like us" who are finding ways to cope with 
the problem. (See Chapter 8, Page 160). 
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Coming Soon 


In the UK, a video entitled "Coming Soon..." was shown on television. The video 
shows a group of teenage boys and girls in a cafe talking about AIDS. They cover 
many aspects of the problem from condoms to whether couples should have sex 
or not, to testing and locking up infected people. 


Some of the participants express their prejudices against people with AIDS, 
believing them tobe "guilty" as gays, drug addicts or promiscuous people. 


Then a gay young man who is HIV-positive and a girl who has AIDS, join them. 
The boy and the girl are attractive and articulate, and they answer questions put 
to them by the group. They both have caught HIV from one steady partner. 


They talk about their feelings, relationships, sadness at not being able to have 
children, hope for the future and the support and lack of it from those around 
them. 


The group feels bad about the negative things they said and angry that they were 
not given the opportunity to meet the boy and girl before, They had made no 
connection between the HIV information they had been given and their own 
lifestyles until they met people like themselves, but infected by HIV, face to face 
when it all became clear and meaningful “at a stroke’. 


They felt very strongly that all young people should have this experience as a 
matter of urgency before it was too late. 


A good example of a comic, that targets its audience most effectively, in 
a very readable and ‘theatrical’ style, is given by a comic produced in 
Zaire. A sample of one of its pages is given on Page 76. 


An AIDS Joke 


A man went into a bar and asked for a half pint of beer. He was given it in 
a mug with a handle. He attempted to drink the beer with the handle 
pointing towards his chin and spilled the beer all down his front. 


"Why did you drink it like that?" asked the incredulous barman. 


"Because I’m afraid of AIDS and I think that’s the place where someone 
else is least likely to have put their mouth" replied the man. 


Another man comes into the bar and does exactly the same thing - beer all 
down his front. 


"Ah" says the barman. "I know why you did that - you ‘re afraid of getting 
AIDS." 


"Oh no I’m not " says the man "I've got AIDS and I don 't want to give it to 
anyone else!" 
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Music 


Popular songs about relationships or explicitly about AIDS, are sung and 
remembered by many people. The famous OK Jazz Band in Zaire has 
made an LP called "Attention Na SIDA". On page 7S, there are examples 
of two songs. One is from Malawi. The other song is from the album 
"Crushin’", which was released in May 1987 by Tin Pan Apple/ Polydor. 


Printed Materials and Leaflets 


Leaflets are a popular communication method because: 


- they reach many people 


- they remind the reader of essential information and can be shown 
to others at home 


- the written word has authority 


Many countries have produced leaflets about HIV/AIDS which have 
given general information about the disease, transmission and 
prevention. These leaflets are useful for raising public awareness, and 
your FPA might want to distribute them in your clinics and community 
programmes. 


After every household in the 
UK had received a leaflet — 
about AIDS, many people 

_ Still did not see themselves 

to be at risk 


However, after every household in the UK had received a general leaflet, 
many people did not perceive themselves to be at risk of HIV because 
they dissociated themselves from the "high risk groups" described in the 
leaflet - homosexuals and drug addicts. 


The most helpful leaflets are likely to be those designed for and with 
specific groups, and helping them to analyse the risk of HIV in their own 
lifestyle, and to explore options reducing this risk. Others give specific 
information or instructions. (See examples on Pages 80-81). 


Posters 


Many countries have designed posters to raise general awareness of HIV 
and AIDS. Your FPA might evaluate these posters and use appropriate 
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songs about AIDS 


"Brother, Don’t 
NeglectYour Wife" 
(Malawi) 


Brother don’t do that business 
Of trying to neglect 

Your wife from your 

Own home 


You see ladies from 
This city will love 
You for money 


The time you are 
Working and earning 
Something, is the time 
They love you most 


When you don’t have 
Money, no one will 
Come to you 


I warn you brother 

That you have to stick 

To your wife, who will 

Be with you in time of 
Hardships - even when you 
Will be dying she will 

Be beside you. 


- It ain’t under the shelf, now, it’s on display; 


You need peace of mind when you do the wild thing; 


Protect yourself! Markie Dee can you get funky, 
_ Now, check this out! Listen to me real clear! 
Now, if what I say sounds a little bit sleazy; 


Don’t take it too hard ’cause there’s no doubt, 
That modern diseases can take you out! 
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"Protect yourself" 
(The Fat Boys) 


Yo, Kool, I’m tellin’ you, there’s a lot of disease out 
there! 


Word! 
AIDS and everything, man! Yo, you gotta be careful, 
man! 

Word up! 

Yo, SO we want to tell all the homeboys out there 
This is a message comin’ from the Fat Boys! 

You know what I’m sayin’? It goes like this: 


Now, there’s something real old, but still hot news; 
It’s been around since Lincoln, but out of view; 
You'd stuff it in your wallet so your mom can’t see; 

It’s called the condom, baby, and you better believe; 


With all this disease going around today; 


So, a condom, brother, don’t forget to bring! 


Protect yourself! Word! Protect yourself! Get busy! 


now? 


If using a condom makes you feel kind of queasy; 


So, don’t be ashamed, take one when you go dancin’ 
And use the condom for a little romancin’, 

>Cause bein’ safe don’t mean you're weak, 

And you won’t find yourself up the creek! 


Protect yourself! Word! Protect yourself! Homeboy! 
Protect yourself! My man, if I was you, I'd 
Protect yourself! 


ones in the clinic, schools and community. Think about what feeling ‘i 
being used to motivate change in each case and whether the pictures an 


words make the message clear. Could you us 
discussion in your groups, or will it help to rein 
about with your clients? 


e the poster to stimulate 
force ideas that you talk 


Groups may decide to design a poster for their own group, perhaps to 


promote a particular benefit or tackl 


e a specific obstacle to safer Sex. 
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A page from a Zairean comic strip 
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Working together 


They could work with a loca hi 

local graphic artist o 
Hi : r use their o 
ability to make their meaning clear. a 


The group needs to define the aim of the poster clearly and to test 


whether the images and 
«Aegis & words convey the meaning they intended with 


The posters mu&t be put up in places where the intended audience can 
see them. Some poster examples are provided on Page 79. 


UNESCO/D.Roger 


s to use contraception? Posters are best 


Have these posters motivated couple 
force ideas talked about with groups 


used to stimulate discussion and rein 
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Flannelgraphs 


Flannelgraphs are pictures printed on rough cloth. They are cut out and 
used to tell a story by putting them up one by one on a board covered by 
a rough cloth to which they stick. 


A flannelgraph can show how HIV is transmitted on unsterilised knives or razor 
blades 


Flannelgraphs are useful because they can be used to explain or tell many 
different stories, adapted to meet the needs of each group. Members of 
the group can use the pictures themselves to explain situations, try out 
solutions and help people to understand the way that HIV is transmitted. 


Page 78 


The Family Planning Association of Trinidad and Tobago 


Working together 
YOUR RUBBERS, 


i. YOU just can't be 
| ure Who has the AIDS 
. ~~ irus. SO, if you choose 


to have sex, protect 


mee «yourself 

“a Because if a woman 
Bes =  doesn't4ook out for 

herself, who will? 

AIDS For more information 
a call 1(718) 485-8111. . 
E-.__ If youthink you cant get it, 
_-  you'redead wrong. 


New York City Department of Health. 


IF ae Y 
Doh °T _ GET OUTA HAWO 


aK 
ai 


Do posters with positive 
= oY / messages motivate more 
v effectively than those 
based on fear? 
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TAKE my ADVICE - 


SMART GIRLS 
CARRY CONDOMS. 


(OO A gz 


(i AUSTRALIAN PROSTITUTES COLLECTIVE 


\77 | The Australian Prostitutes Collective 


Durex Contraceptive information Service 


| ice TO Neg oe 
Aiovice To MR ee 

a ap Hew, | oy” 
1 A Applying For | . 
A gurance , REVAL. Vly | > a 


The Terrence Higgins Trust 


Leaflets developed with 
specific 
most likely to be helpful . io 
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& 


Some people feel condoms lack romance and sex appeal, Non- users complain most! For \ 
/ example: 


= £ A 


mes tr 


df. 


“They're passion killers. “Vou can't aiwe “14 
ys trust It’s like h “ 
ppalnnsey Poms wantto aman. /tliketo bein with po ag ; pom 4 | carried a condom, ite auakan gan hank 
po fumble pens ad charge of my own see the point of heving cairn dpacnmall 
I. protection. sex with @ bit of rubber Here's the old sexual This c 
in between.” his can seem like a 


double standard, Ifa 
woman carries a condom, 
she’s fast; if she doesn’t, 
she's foolish. AIDS is 
changing all that. Now, 


Good sex isn’t a non-stop 
race. Why not take your 
time. Try to treat putting 
on a condom as part of 
lovemaking so it’s not an 


If you can't trust someone, 
why have sex with them, 
condom or no condom? 


problem, especially if you 
don't want lo appear too 
keen for sex. But it’s better 
to be safethan sorry. | 


Well, condoms used to be 
really Lough and thick. But 
today’s condoms, while 


The Family Planning Information Servi 


Safer Sex 


BOTHER 


WITH 
CONDOMS? 


Condoms help 

make sex safer. 
MAKE SEX Notice we've 
SAFER said safer — not 
ooommme Safe. Like most 


things, sex is not risk-free and 
never has been. 


Added to the age-old risks of 
unplanned pregnancy and 
infections, the disease that’s 
causing the most worry now is 
AIDS. With no cure and no 
vaccine, we all need to be 
extra careful. We needn’t give 
up our sex lives but we may 
need to change them, and to 
think extra carefully about 
whether or not to start a new 
sexual relationship. 


Safer sex is healthier sex. 
Using condoms to protect one 
another is an important part of 
safer sex. 


interruption, One lover can 
do it for the other — it can 
be fun. If you get the 
giggles, so what? With 
practice, putting ona 
condom can become really 
easy 


incredibly strong, are so 
fine you lose lite, if any 
sensation. And that 
protective rubber could be 
all there is between you 


and AIDS 


people are realising it’s 
perfectly OK for a woman 
to carry condoms. At least 
one person is being 
sensible. And you know 


How can 
condoms help? 


Used properly, 
condoms can help 
protect against 
pregnancy AND many 
sexually transmitted 
infections (including 
the HIV virus which 
causes AIDS). 
Condoms may even 
protect against cancer 
of the cervix (neck of 
the womb)..1t makes 
sense to use them. 


But what about 
the bother... ? 


What about the 
bother, the possible 
embarrassment of 


condoms — buying 
them, carrying them, 
talking about them, 
using them and 
disposing of them? 

Well — they’re not 
beautiful and using 
them may seem 
difficult. But whatever 
you’ve heard, or 
whatever you think, it 
is worth bothering. 
Condoms really aren't 
that bad, that messy or 
that difficult to use. 
And nowadays, with 
AIDS, they make sense 
for you and your 
partner. 


TALKING IT THROUGH 


Most people know the 
health risks of sex and have 
some idea of what’s safe 
and what's not. But raising 
the subject of safer sex 
with someone you're going 
to make love with can be a 
problem. It may be easier 
with someone you know 
well than it is with 
someone you've just met. 
But nowadays is it really 
wise to have sex with a 
stranger? Talking it 
through takes careful 
handling. Here are some 
tips: 


Choose the right time 


When you're physically 
close to someone there may 
be too much excitement 
around to discuss things 
coolly. Pick a moment 
before you're cuddling up 
together, when your head 
can rule your feelings. 


Suggesting you use a 
condom isn’t easy. But your 
lover may be desperately 


plucking up courage to 
mention the subject too. 
Chances are he or she will 
feel relieved rather than 
insulted, 


Don't beat about 
the bush 


Say something straight- 
forward and simple, like 
“Have you got a condom, if 
not I have”. Alternatively, 
you could suggest using the 
condom as contraception. 


Team up together 


There's no really tactful 
way of asking if someone 
has a clean bill of health. 
But you can make it clear 
that you're not just 
protecting yourself and it’s 
not meant as an insult. By 
playing safe you're teaming 
up together to protect each 
other. Remember — you 
can’t tell who's got the 
virus. 


If you really can’t discuss 
it, just use a condom 
anyway. 


you're not a slag 


RELIABILITY | 


A properly tested condom 
has passed the strict tests 
of the British Standards 
Institution, so choose one 
with the Kitemark on the 
pack. 


The condom is an 
excellent protective, if used 
properly, This is a big ‘if’. 
More problems are caused 
by the users than the 
condom itself. Tests show 
that for every 100 couples 
using condoms very 
carefully and consistently, 
2 will have a pregnancy ina 
year. But with less careful 
and consistent use, up to 15 
could have a pregnancy; 
and there is also a potential 
risk of HIV infection. The 
condom does not give 
100% protection, but it’s 
very much better than 
nothing. 


Using lubricants 
and spermicides 


Most condoms are 
lubricated, and roll on 
easily. If you have 
difficulty, try a water-based 
lubricating jelly on the 
condom. Your pharmacist 


can advise. 


Greases can damage the 
rubber, so don’t use oil- 
based lubricants like 
petroleum jelly or 
other oils. 


Anal sex (where the 
penis enters the rectum or 
back passage) carries a 
higher risk of infections, 
and is best avoided. If it 
takes place always use a 
condom with plenty of 
lubricant, taking care the 
condom does not split. 


Tests show that 
spermicides — creams 
which kill sperm — may 
give extra protection 
against infection. They also 
give extra lubrication. 


(@ Lubricants and 
spermicides can be used as 
part of lovemaking. 


{@ Remember . . . even if 
you use another 
contraceptive method — 
such as the pill — you'll still 
need a condom to protect 
against infection. 


| 
| 
| 


TORE EMBER 


» Always use @ new condont. 
Check the pack expiry date. 
Keep a supply handy where 
they can’t be damaged by heat, 
light or damp. 


€ Take the condom out of the 
pack carefully, making sure 
that the foil, fingernails or rings 
do not damage the fine rubber. 


& Only use the condom after the 
penis becomes erect and 
before it makes any contact 
with your partner’s genital 

| area. This is important because 

some fluid can seep from the 

penis early in lovemaking. 


. & 


» Gently squeeze the last 
centimetre of the closed end 
between finger and thumb to 
| expel trapped air and make 

| space for the semen. 


/ € Keeping this space ‘ait free, 
hold the condom at the tip of 
the erect penis and, with the 
flat part of your fingers, roll it 
| carefully over the penis. 


& After climaxing but before the 
erection is completely lost, hold 
the condom rim firmly around 
the penis so that when the 
penis is withdrawn the condom 
doesn’t slip off, accidentally 
spilling semen. 


€ Never re-use condoms. Wrapped 
in tissue, they should flush 
away, and shouldn't float back 
up to the top of the toilet. 
Dispose of them carefully! 


Leaflets can provide more than just facts 
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The improvement of social and economic 
conditions can empower people to avoid 
risky behaviour 


CHAPTER 5 


EMPOWERING CHANGE 


An learns about AIDS in sex education classes at school. She also 
explores relationships between boys and girls with her class and the 
reasons why young people start to have sexual friendships. She decides 
to say "No" until she has finished her studies and found a serious boy 
friend. 


A man and wife have some counselling sessions together at the FPA 
clinic. In one of the sessions, they talk about AIDS. They decide to use 
condoms. 


A group of prostitute women agree that they will all send away clients 
who refuse to use condoms. A woman who is a client at the FPA clinic 
talks to the FPA staff and together they organise a cheap, reliable supply 
of condoms for the group. 


People in a remote village work together to build a clinic and send their 
Traditional Birth Attendants (TBAs) and herbalists for training in 
maternal and child care and family planning. In the year after the new 
health workers start, not one mother or child needs a blood transfusion, 
compared with five in the previous year. 


An FPA provides revolving loan funds for women’s groups so that they 
can expand, improve or change their business. This enables them to 
avoid prostitution and to have a more equal relationship with their men. 


The FPA in one country works to change the laws which say that 
unmarried women cannot be supplied with contraceptives, and that 
wives cannot live with their men in workers’ hostels. 


h is working towards 


An FPA volunteer sits on a committee whic 
living wage and wealth 


rescinding foreign debts so that people can earn a . 
can be reinvested in health, education, agriculture and industry. 
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Health education approaches often assume that if individuals are given 
information they will act on it and change their behaviour. This approach 
puts a lot of emphasis on the presentation of facts such as routes of 
transmission in a clear way. An understanding of the facts is important, 
but people may interpret the facts in a way that suits their own needs, or 
beliefs about the causes of disease. They may not believe the facts until 
they can experience the reality of these facts and their relevance to their 
own lives. This might be second hand through drama or through meeting 
and working with people who have HIV infection. 


Also many people cannot change their own behaviour without the 
agreement and support of their partner, their group or the wider society 
in which they live. They may need more resources to change as well as 
approval and support from others. " 


Person to person counselling can help clients to identify the choices open 
to them and empower them to make more rational decisions. However, 
groups may also need to work together to create both the climate of 
opinion and the material conditions necessary for lasting change. This 
often involves exploring the underlying reasons for behaviour patterns 
which contribute to ill health, and seeking ways to change the living 
conditions which limit options for change. 


In the next section we use a case Study to explore what these approaches 
to change might mean in practice. 


THE AIMS OF HEALTH EDUCATION 


BEHAVIOR CHANGE or SOCIAL CHANGE 


In education that focuses on behavior and In education that works for social change, 
attitude change, people are acted upon by people act upon the system and the world 
the system and the world that surrounds that surrounds them. 

them. 


Taken from "Helping Health Workers Learn" by David Werner and Bill Bower 
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A case study 


A group of women sit down together at a meeting called by an FPA field 
worker. 


The field worker explains: 


"There is anew disease called AIDS which is now in our 
country. AIDS is always fatal and there is no cure and no 
vaccine. AIDS is caused by very small germs. Women can 
become infected with the AIDS germs if they have sex with a 
man who is infected. The germs pass from men to women in 
the body fluids. Women can also infect men. Men and women 
who have more than one partner are more likely to become 
infected, especially if they travel or work in the town. People who 
have been infected often look healthy for years before they start 
to get some of the illnesses caused by the AIDS germs and die. 
The AIDS germs stay in the body forever and can go on infecting 
other people during sexual intercourse. The baby of a woman 
who has the AIDS germs can become infected in the womb. 


Women can prevent AIDS by avoiding sex with infected men or 
by using condoms and spermicides so that the men’s fluids do 
not come into contact with the women’s mucous membranes.” 


The field worker invites the group to ask questions and discuss the 
problem. She has some condoms if anyone wants to buy some. 


What do different members of the group have to say about the problem? 


"And if the man passes 
the germs to the woman, 
does that mean that he 
no longer has the AIDS 


"T didn’t understand 
all you said because 
I don’t understand 
your language very 


"| didn’t understand 
what you meant by bod} 
fluids and mucous 
membranes.” 


Do people understand the explanation? 
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The field worker realises that she must be very clear and explicit when 
she explains AIDS and think carefully about the words she uses. She is 
pleased that the women feel free to ask her questions so she learns when 
she is not explaining it well. She explains that the body fluids which carry 
lots of AIDS germs are semen, vaginal juices and blood. Mucous 
membranes are the wet linings of the vagina and the head of the penis. 
When semen containing AIDS germs goes into the vagina of a woman, 
the germs can get through the thin wet lining of the vagina into the 
woman. The man still has plenty of AIDS germs in his blood so he is still 
infected. 


A neighbour translates for the woman who did not understand the 
language well. 


\ 


The discussion continues: 


"Do people believe that AIDS is a problem in their lives?" 


"understand what you said and its interesting, but I don’t think 
that AIDS is a problem forme. AIDS is only a problem for those 
prostitutes and loose men who live in the city. We do not have 
the problem here in the rural areas." 


"We are being asked to risk spoiling our marniages by suggesting 
condoms in order to fight a disease we have never seen. In a 
war, you hear that so and so has died. He was a victim. Where 
are the AIDS victims? We want to know how they are feeling." 


‘I'm not convinced that we could only become infected with 
AIDS through sex with an infected man. I believe that all 
disease can come through the air or in food or in water." 


'T think that its a punishment from God for wrongdoing. If we 
behave properly we will not get AIDS." 


You might like to discuss these responses and explore ways that your 


FPA could help people to deepen their understanding of what AIDS 
might mean in their lives, | 


Some suggestions for exploring these ideas further: 


Help people to explore ways in which HIV might enter their community 
and how quickly it might spread. This means looking at how common 
other STDs are; how often people stay out of the village in the towns or 
elsewhere; how many partners people have and whether they use 
condoms with any of these partners, 
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Empowering change 


You might tell a story or do a role play to begin the discussion. 


Safer sexual practices have many benefits other than HIV prevention, so 
you might talk about these first before you talk about what is known 
about numbers of people with HIV infection in different parts of the 
country etc. Stories, dramas and videos about families who have been 
personally touched by AIDS will enable people to experience the reality 
of the problem, at least at second hand. People with HIV infection in 
the community may be willing to become AIDS educators and talk about 
their lives, with support from the FPA. This is a very powerful way both 
to increase acceptance of people with HIV and to help people to see that 
AIDS is a real problem for everyone. 


I understand it. 


It is relevant to 
my problem. 


So, knowledge is 
only useful if .....? 


I am not prevented 
from using it 


Some common beliefs about the cause of AIDS 


People have their own theories about the cause of disease, sometimes 
alongside the medical ones. If they do not believe that AIDS 1s caused 
by a virus that is only transmitted through sex and blood, they will not 
think it worthwhile to change their sexual behaviour, and they may want 
to isolate those they think to be infected. People may get psychological 
comfort from their theories of disease causation, or they may use them 
to avoid confronting their need to change their own sexual behaviour. 


AIDS lurks within everyone waiting for the right circumstances 
to come out. Those with strong constitutions do not get the 
disease whatever they do and this immunity can be given to 
others through sexual intercourse. 
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AIDS is caused by something in the air around the person so 
anyone can get it regardless of their behaviour. 


AIDS is a punishment for wrongdoing, for example,  * 
homosexuality, promiscuity or cheating in trade. Some people 
are ‘guilty’ and deserve to get AIDS, while others are ‘innocent’. 


The ‘guilty’ ones should be punished and isolated from the 
‘innocents’. 


When people think about themselves, however, they are more 
likely to think that whether they become infected with HIV or 
not depends on chance. 


FPAs can help people to talk about these perceptions; challenge them 
with the available facts and their own experience; and give them 


“q 


Icant make you Sick 


AIDS HOT LINE FOR KIDS 
CENTER FOR ATTITUDINAL HEALING 
19 MAIN ST, TIBURON, CA 94920, (415) 435-5022 


A poster from the AIDS Hotline For Kids 


Empowering change 


—ow to live through the reality of the problem in drama or 
videos. 


For example, in households caring for a person with AIDS, only sexual 
partners become infected. Children who are not sexually active only 


become infected in the womb of a mother with HIV or through blood 


transfusions. 
% 


Health workers caring for people with AIDS do not become infected. 


What motivates people to change? 


"If we go on with the same old ways, AIDS is a problem which 
could kill me and my husband and leave my children as 
orphans. It could destroy our clan." 


"T would enjoy sex more if my husband used condoms because 
then I wouldn’t have to worry about pregnancy or any diseases." 


"Perhaps our husbands would stay at home more if they were 
worried about AIDS. They would see their children more and 
we might learn to understand each other better." 


"I’m sure that if we get together now and all say the same thing 
to our men we can at least get them to use condoms. We are 
more likely to be heard as a group" 


"We have so many problems these days, the war, poverty, no 
water, children with measles, how can we be concerned about 
some disease which we haven't even seen?" 


"T don’t care how I die anyway. You have to go one way or the 
other, so its better to die of love than war." 


"As for me, I’m so worned about this AIDS that I can't sleep at 
night or think straight in the day. My husband works in town 
and I know he has other women and he won t use condoms. I 
don’t want any more sex with anyone. I ‘m just waiting here to 
die.” 


Your FPA might like to discuss what motivations the different women 
have for changing and what might motivate the others to change. Which 
motivations are likely to be most empowering and which ones least 
empowering? 

d most often in AIDS campaigns? 


Which motivations have been use 
owledge, attitude 


What effect have these campaigns had on peoples’ kn 
and practices? 
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You might like to develop educational messages and media which use 
pleasure, love, power, status or emulating important role models as 
motivation for change rather than fear (See posters on Page 79 in 
Chapter 4). 


What will enable people to make permanent changes in their 
lifestyles? 


You might discuss the different barriers brought up by the group, 
explore their options and how your FPA could support this group in their 
efforts to prevent AIDS. 


At what points can individual women take action? Where is collective 
action needed for group changes in knowledge, attitudes, behaviour and 
living conditions? 


Feelings of embarrassment and powerlessness when asking men to 
change their sexual behaviour may arise from cultural norms, or from 


Our men won’t do that. 
They are like batteries - 
Ever Ready! 


Well, if women 

need some extra 
cash or a job - how 
do they get it? 


Condoms break - 
that’s how I had 
Atini so soon. 


Better to stick 
with one than 
use a condom. 


I’m trying for a 
baby. Condoms 
won’t help! 


I would feel like a 
prostitute - insulted 
and ashamed. 


My husband would 
beat me for sure. 


Adapted from VOH by Sue Miller 
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ways of bringing up girls, but they are also based on the reality of local 
power structures. For example, the degree of powerless experienced by 
women when they want their men to use condoms may range from fears 
of being called ‘loose women’ to severe beating.- 


The group and the FPA worker might decide to work at the problem in 
several ways. 


Spermicides containing nonoxynol 9 inactivate HIV in the test tube. 
Although not as safe as a condom, they are certainly better than nothing 
and can give women some control over their lives. The FPA might decide 
to ensure that all women have access to these spermicides. A female 
condom has been undergoing field testing but needs further 
development before a satisfactory model can be made readily available. 


The field worker might invite men and women to a meeting and 
encourage them to discuss the problem together. This is likely to bring 
up lots of conflicts between men and women, but it may also bring up a 
common desire to protect the family from AIDS and lead to better 
communication between couples. If the group comes to feel that 
condoms are now acceptable for married couples, associations with 
promiscuity will lose their power. 


This could be followed up by counselling for couples to help them 
communicate about sexual matters more easily. 


I HOPE 
HE DOESN'T 
HAVE AIDS! 


YOU CAN'T LIVE ON HOPE. 
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The field worker might explore the relationships between men and 
women further with the women and give them opportunities to practise 
more assertive behaviour through role play. The support of the group 
may make it easier for women to tell their husbands what they want. 


The field workers might educate men who are opinion leaders in the 
community. They could then help groups of men to see the benefits of 
reducing their numbers of partners and using condoms, at least for 
partners outside marriage. If groups of men get together and agree on 
the need for change, they will be more likely to support each other in this 
decision. 


Changes in attitudes and increased skills in interpersonal relationships 
in larger groups of people will create a society which encourages and 
supports responsible sexual behaviour. 


For example, FPAs are in a good position to change the perceptions of 
the next generation in their Family Life Education programmes. Young 
couples may have a more equal, open relationship as a result of boys and 
girls exploring options together at school. 


FPAs are skilled advocates for changes in laws relating to women. 


Looking at safer practises 


"How can we afford to buy condoms every time we do the thing? 
I need that money for school fees and food." 


"I persuaded my husband to use condoms by saying that they 
are for birth control. We tried it once and he said that sex is 
quite tasteless and soundless this way and he won't use them 
again." 


‘I wanted to be faithful to him, and I was for ayear. But he was 


working in town and I was so hard up, so when this guy started 
flirting with me and giving me presents, how could I resist?" 


"My husband was faithful at first, always at home with me. 
Then I had the baby, and I couldn t, you know..., and he got very 
hurt and started going to the beer hall. Every so often he says 
he will stop, but the need for a drink and some fun ts always 
there, like his friends, calling him." 


How could your FPA help couples to continue with safer practices in 
these situations? 


A new practice must bring some satisfaction or people will not continue 


with it. A condom might help the man to go on for longer and help the 
couple to relax and enjoy themselves more. If the woman puts the 
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condom on in an erotic way and praises the man for his care, the couple 
are more likely to continue using condoms. 


But condoms must also be easily available at all times at a price couples 
can afford. 


When a number of people in a group change, the change is more likely 
to last because people can support each other and organise the practical 
requirements of change. For example, a group might organise the 
supply of condoms in the community, making sure that they are stored 
well and not kept after 3 months. A group working with the FPA may be 
able to supply condoms more cheaply or free of charge if they bypass 
local traders who are making unreasonable profits on condoms. Changes 
in the living conditions that limit people’s ability to adopt healthy 
lifestyles are likely to empower people to make long lasting and truly 
beneficial changes in their lives more than individual changes in one or 
two isolated behaviours. 


For example, the FPAs in their women and development programmes 
empower women by increasing their income-generating opportunities 
through collective enterprises. Perhaps more importantly, women gain 
more control over their lives, including the right to use contraceptives, 
as they increase their independent incomes. 


Can groups work towards changes which would enable more couples to 
live together? For example, allowing wives to live with their men in 
workers’ hostels, or setting up rural industries to reduce the need for men 
to work in town. 


The FPA can help couples to use contraceptives rather than abstinence 
to space births so that men have less need to go elsewhere. 


FPAs might want to consider all these ways of helping people to make 
permanent changes in their lifestyles. 


On the other hand, they may decide that it is more helpful at this time to 
concentrate on enabling couples to practice safer sex with all their 
partners, thus greatly reducing the risk of HIV and other STD infections 


as well as unplanned pregnancies. 
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How can FPA workers use their counselling 


Skills to improve sexual health? 
ie 


CHAPTER 6 


COUNSELLING 


Maany FPAs are thinking about whether to provide counselling about 
HIV and what type of counselling to provide. Here are some examples 
of the thinking of FPAs from around the world. 


We are seeing many clients with questions and worries about 
AIDS. We have to help them. 


So few people are infected in our country that we think it is not 
right to worry clients about AIDS when their risk is so low. We 
don’t even talk about STDs, why should we talk about AIDS? 


AIDS gives us a great opportunity to talk more openly about 
sexuality with all our clients and help them to enjoy good loving, 
free from fear. 

We are concerned that HIV testing is being done without 
counselling in our country. We think that our FPA has an 
important contribution to make, either in the provision of this 
counselling or in advocacy. This will also raise our credibility 
and improve our relations with the government. 


We have clinics in a district with many people with AIDS and 
our staff feel pressured to help when clients come to them. 


In this chapter we describe what is :nvolved in counselling about HIV for 
clients in different situations and look at the immediate and long term 
training and resource implications. As the reader will see, the long term 
resource implications of counselling people with HIV and AIDS are very 
heavy. For example, one FPA has had to double its number of staff, 


facilities and other resources to provide this service. 


Counselling is a word which brings to many people’s minds the idea of 


highly qualified psychologists using mysterious skills. In this al we 
use the word counselling in the sense of a client talking over a Pp 2 
and the options for solving it, with a helper who listens attentive ‘a _ : 
provides relevant information and who helps the client to decide what! 


right for him or her. 
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Counselling, individually or in small groups, is an important component 
of all family planning programmes. 


When FPAs are considering what to do about HIV counselling, they may 
find it helpful to look at the potential for improving and expanding 
counselling for sexual health generally - basing the counselling on 
existing problems of clients. Clinic workers might need to develop their 
counselling skills, or FPAs might set up new networks of peer 
counsellors. This will bring lasting benefits to the programme whether 
HIV is a major problem in the area now or not. 


Many FPAs have implemented IEC programmes on the benefits of 
modern contraception for some years now. Often people appreciate the 
message in a general way, but have not yet taken the step of actually using 
contraceptives consistently in their own lives. Good counselling of 
individuals and small groups can help to sort out the barriers which 
prevent people from taking action and enable them to benefit from 
family planning. By listening to, and exploring situations with, individuals 
and small groups, the FPA worker learns directly from clients what they 
need in order to use contraceptives successfully. 


Counselling in different situations 


There are four types of client situation in which an FP worker might 
become involved. 


- Counselling on sexual health to all clients or particular clients. 


- Counselling for people concerned about whether or not they are 
infected with HIV. 


- Counselling for people who are found to be infected. 


- Counselling for people with AIDS and their relatives. 


Some of the issues that need to be explored and the long term resource 
implications differ in each situation, but the basic counselling skills 
needed remain those used in family planning counselling. 


It may be helpful for FPA staff to discuss case studies of clients in each 
Situation as a way of exploring whether, and in what way, they want to 
become involved in HIV counselling. 


Questions to think about include: 
- Are clients in this situation asking you for help now? 


- What are the issues which counsellors need to explore with clients 
in this situation? 
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- What skills will they need to use? 


In what way does this differ from existing famil 
counselling? ing family planning 


- What training will counsellors need to enable them to undertake this 
type of HIV counselling? 


- What support will they need? 


- What are the short and long term resource implications of becoming 
involved in this type of counselling? 


- What effect might this type of counselling have on the image of the 
FPA and on contraceptive use? 


- Are other organisations in the country undertaking or planning to 
undertake HIV antibody testing and counselling before and after 
testing? 


Preventive counselling 


Jeni is 17 years old. She is attending the clinic for advice because 
she has just started her first sexual relationship. 


Alberto is 30 years old. He is married and has come to the clinic 
to collect his wife’s pills. 


Amina is married but her husband works in town. He comes to 
visit her once a month. 


You are holding an FLE session with a small group of 13 year 
old boys and girls. 


What would you say to these clients about sexual health? 
How would you introduce the subject? 


How will you make it easy for clients to bring up any problems they might 
have around sexual health? 

Will you counsel: 

- only those who ask about sexual health? 


- every client, whatever their reason for coming to you, or your reason 
for going to them? 


- — only those whom you perceive to be at high risk? 
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FP workers might offer every client an opportunity to talk about HIV 
during the course of a counselling session. For example, the counsellor 
could ask “Do you have any questions about AIDS?’ \ 


Will you counsel: 
- only those who ask for advice? 

- everyone who asks for help? 

- only regular users of your service? 
- every client? 

- only those you think at risk? 


SS 


The counsellor could explain how the disease is transmitted, look at any 
risks in the client’s own lifestyle and his or her choices for safer sex. 


The aim of this counselling would be to create a realistic concern about 
HIV and enable the client to act effectively. The danger is that the 
counselling might create concern which the client is powerless to act on, 
and this would lead only to damaging anxiety. 


How could your FPA avoid this danger? 


(Some FPAs have already experienced an increase in clients worried 
about AIDS following mass media AIDS information campaigns. ) 


FPAs who introduce the subject of HIV to their clients need to think 
about how they can provide continuing support for those who wish to act 
on the information. For example, the provision of condoms; referral of 
clients who want an HIV antibody test and help for clients who want to 
negotiate safer sex with uncooperative partners. 


Another important consideration is whether clients who are concerned 
about HIV may switch from using a reliable method such as the pill to 
using condoms, a less reliable method of contraception. There have been 
reports of an increase in unplanned pregnancies following a change from 
pills to condoms after an AIDS campaign. 


In areas where HIV infection is still largely confined to particular groups, 


and people outside these groups are at very low risk, you might counsel 
only those you believe to be at high risk. 
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piaaaaae 


~ Client’s — What s 


What issues 
situation need to be you use? 
oe _ explored? 
Preventive How HIV is transmitted : 
dvi and is not transmitted. Stage Li ; 
advice eae woe Active listening 
Safer sex Par aphrasing , 
Contraceptives pate ante. 
sing open questions 
General sexual well-being Focussing 
Referral facilities Summarising. 
Coping with emotion 
Concerned as to Reasons for concern, risk | Using silence. 


assessment. 
whether or not 


they are infected 


If test is available, meaning 
of test and implications for 
future. Safer sex. 


Stage 2: 
Demonstrating a 
closer relationship. 


Progress of HIV and AIDS. 
Living with uncertainty 
about the future. 

Safer sex. 


Found to be 


infected Deeper understanding. 


Sharing information and 
experiences. 


Coping with feelings of 

loss, and fears of future Challenging attitudes and 

dependency, disability, assumptions. — 

disfigurement and death. Looking at options 
Referral. 

Who to tell. 

How to maintain good 

health. 


Stage 3: 
° ° 4 f 
Coping with loss, fear, Agreeing courses 0 
ae: pain, disability, death. action. 
and AIDS Practical problems. Setting goals 
Nursing care. Evaluation. 
Counselling relatives. 


Is this client at risk of HIV infection? 


How will you explore risk behaviour with your clients? 


One definition of a client at risk of HIV infection is any client whose 


relationship is not a long standing, mutually faithful one. 
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In your country how many of your clients would say that they fall into this 
category? How many in reality do so? How can you help people to talk 
more openly about actual sexual behaviour rather than what is culturally 
acceptable? Can you draw on any experience of STD counselling to help 


you with this? 


Counsellors could help clients to look at their possible risk of HIV 
infection during their conversation or with a confidential questionnaire, 
in the same way that they assess risk for other STDs when they counsel 
on choice of contraceptive. Questions might include: 


- How many partners have you had unprotected sex with this year? 
- Have you ever had an STD? 

- Have you had a sexual relationship away from home? 

- Have you used intravenous drugs? 


- Have you had a blood transfusion? 


One FPA has found that asking clients how many partners they have had 
since 1977 and whether they have used intravenous drugs since that time 
helps them to recognise their individual vulnerability to HIV infection. 
It can also motivate clients to change their behaviour. How will this 
strategy work when you counsel monogamous clients whose partners 
may or may not have other partners? 


Safer sex and contraceptives 
Counsellors may need to modify their advice on contraceptive use. 


Existing guidelines on the contraceptive of choice still apply for 
preventing pregnancy, but couples should also use condoms and 
spermicide if there is a risk of HIV infection. No other contraceptive 
gives any protection against HIV. 


This means that couples who are using a method such as the pill for 
contraception will need to talk about the use of condoms and spermicides 
for the prevention of infection. This is often difficult because it implies 
a lack of trust or infidelity. FPA workers can help clients to practice this 
negotiation and to change attitudes so that condoms become widely 
acceptable for the prevention of a range of infections. This will be 
frustrating for those FPAs who have worked hard to disassociate 
condoms from ‘promiscuity’ in the public mind. 


Some women have got around the problem by saying that they want to 
use condoms for birth spacing because their existing method does not 
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suit them. If the couple disagree about the use of a condom, the woman 
should use a spermicide. 


A woman who decides to postpone pregnancy because of HIV needs a 
reliable method of contraception. 


What will your FPA do 


about this problem? 


Family planning workers are well aware that it is difficult for couples to 
use one method of contraception consistently. It may be unrealistic to 
expect them to use two or even three methods. Couples who fear HIV 
may stop using their most effective method and rely only on condoms. 
This has already resulted in an increase in unplanned pregnancies in one 
country. On the other hand, couples may use condoms and spermicides 
more consistently and effectively if the motivation is HIV prevention, 
and this will make them more effective in preventing pregnancy also. 


The best approach would be to discuss the problem thoroughly with 
clients, giving them enough information on risks of HIV and pregnancy 
to make up their own minds. 


If you feel that this is unrealistic, you might think about these options: 
- You might decide to promote condoms for clients at high risk only. 


- You might decide that condoms and spermicides used together 
provide superior protection against pregnancy as well as HIV 
compared with the natural methods at present used in your area, and 
go for condoms and spermicides only. 


- You might encourage those who are already using the pill, [UD or 
Depo to continue with their method, but also to use condoms and 
spermicides. 

HIV makes it even more important to: 

- Explain in detail and demonstrate how to use condoms and 
spermicides 

- Follow up to see how couples are getting on with them 


- Counsel on the difficulties that men or women may meet when they 
ask their partners to use condoms. 
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Enjoying sex without penetration 


Some AIDS prevention programmes have been successful in promoting 
enjoyable sexual activities which do not involve potentially infected body 
fluids entering another person. Masturbation, massage, stroking, fantasy, 
dancing, can all enable people to come on each other rather than inside 
the vagina, rectum or mouth. These practices have been adopted most 
commonly in the gay community and they have been traditionally used 
by young people in some communities to avoid pregnancy. Some couples 
feel that this has lead to more imaginative and caring sex. Some other 
groups think that sex which does not involve penetration is perverted or 
unachievable. 


Counsellors might consider exploring these possibilities. with clients, 
particularly those with HIV infection and unmarried adolescents. 


Clients worried that they are infected with HIV 


Grace is very worried that she might have become infected with 
HIV when she had sex with an old friend in the city two years 
ago. She is terrified that her husband will get it from her. He 
wants her to have another baby. She feels unable to tell her 
husband about her anxiety. 


Here the counsellor will have to take into account the availability of HIV 
testing and the incidence of HIV infection in different groups. If testing 
is available, it is essential that the client is counselled before making a 
decision on whether to take the test or not. This will help her to cope 
better if she decides to have the test and it is positive. (See accompanying 
shaded box). 


Personnel anxieties 


Your FPA has been training TBAs in family planning. A TBA 
has heard that midwives can get HIV from the blood of infected 
mothers during delivery. She comes to you in a State of panic 
and says that she will never deliver again. 


This TBA is, in effect, a client and needs information on how HIV is and 
is Not transmitted, and the opportunity to assess with the counsellor her 
level of risk. She needs information on how she can protect herself and 
help to make a feasible plan for doing this. TBAs may need gloves, 
bleach, condoms or other material assistance. 
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A worried client 


Ask the client why she feels that she is at risk of HIV. 


What happened and what is her sexual/blood transfusion history? Does she 
have any symptoms of AIDS? (Don’t list these, ask the client to describe 
them.) Assess with the client the likely risk of infection if possible. 


If HIV testihg is available, 


Explain that the test tells you whether or not the HIV has entered your body 
and you have made antibodies to it, but not whether you will develop AIDS in 
the future. Many people carrying HIV remain well, but they can infect 
partners and babies in the womb. There is a3 month gap after the HIV has 
entered the body before the test shows antibodies to the virus, This means that 
if you did something risky in the past 3 months, the test could be negative 
although you have been infected. | 

Explain that at present there is no treatment if the test is positive. 


Help the client to look at what effect a positive or negative result would have 
_ on her life. What does the client think the answer will be? What would a 
"positive test mean for her? What changes would she make in her behaviour 
and plans for the future? What would a negative test mean and what change 
would she make? © ue 


Discuss who she will tell that she has had the test, and whether the result is 
positive or negative. What problems might she have if people know? 


If testing is not available: — 


How can you help clients to live with this uncertainty? Will they risk asking 
partners to practise safe sex? Will they be prepared to practise safe sex 
consistently until more is known? What will you do if they want to conceive or 
they are pregnant? _ . 3 

Counsel the client on how fo avoid further infection and how to keep as 

healthy as possible to protect the immune system. 


Counsel the client on how to avoid infecting others. 


Clients who use AIDS to talk about another problem 


A secondary school girl comes to you saying that she is afraid 
that she has AIDS. She is supposed to be marrying a young man 
from her village soon, but she doesn t see how she can do this if 
she has AIDS. She is very upset. After explaining to her how HIV 


can and cannot be caught and getting her to think about her 


own behaviour, you reassure her that she is almost certainly free 
from HI. 

She still looks unhappy and reluctant to leave so you encourage 
her to talk more about her coming marnage. She begins to speak 
but starts weeping when you ask her how many children she 
would like to have. She says that she can never have children 
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because she has not yet started her periods. She has never told 
this to anyone before. 


Some clients may begin with a worry about AIDS when they really neéd 
to talk about another problem. The counsellor needs to look out for this 
and help clients to reach their real reason for the visit. This provides a 
good opportunity for helping people with sexuality and relationship 
problems. 


Clients with a positive antibody test result but no illness 


We would discourage FPAs from offering HIV testing (see Chapter 2, 
Page 42), but those who are testing need to counsel people before and 
after the test. If an FPA refers clients to another facility Which tests for 
HIV, but does not counsel, the FPA may find the clients returning after 
the result for help. 


George is a client of yours who has been told that he is HIV 
positive. He comes into your clinic very angry and anxious. He 
has had no counselling from the testing unit. 


How will you react? What will you do? 


Counselling after a positive HIV antibody result is essential for two 
reasons. 


- Counselling can help people to cope with their emotions and come 
to accept their infection without severe reactions such as suicide and 
indiscriminate sexual activity. 


- Counselling can help people to change their behaviour so that they 
do not make their condition worse or spread the virus to others. 


An FPA in this situation might think about providing a minimum of two 
counselling sessions of 30 to 60 minutes each. The first session would 
allow the client to express emotions such as fear, anger and grief, to ask 
questions and perhaps to avoid reactions which would later be regretted, 
such as telling too many people, or having sex indiscriminately. During 
this session, many clients will be unable to take in information. A second 
session should be held a week later when the client can think more clearly 
and explore options for changing sexual behaviour and telling others. 


An HIV positive person has a good chance of not developing AIDS in 
the short term, and many people continue to be well for many years. By 
this time, treatment may be available. Clients with HIV may well be able 
to reduce their own risk of getting AIDS by making changes in their 
lifestyle. 
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Further infections in HIV positive people can increase the risk of 
developing AIDS. People can avoid this by practising safer sex and 
looking after their general health. This means eating as well as possible, 
reducing stress and getting prompt treatment far infections. 


The partners and children of people with HIV can develop AIDS, even 
when those with HIV have no illness themselves. HIV positive people 
should always practise safer sex. The person should not donate blood, 
organs, breastmilk or sperm. Women who want to become pregnant need 
to think carefully about the risks to the foetus. 


People who are HIV positive usually need to explore their feelings about 
loss, uncertainty about the future and death. 


The client needs to think about who to tell about his infection and which 
people he can turn to for support. 


If a person with HIV develops symptoms of infection, he should go to 
the appropriate health unit promptly. 


Petra Rohr-Rouendaal 


Everyone needs fo practise safer sex whether 
they are infected or not. 
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A client with a negative HIV antibody test result 


Sally has a negative HIV antibody test result. She is very happy 
and believes that she no longer needs to worry about AIDS. ‘ 


This client needs help to understand what her test result means. If she 
has done something risky over the past three months, she may have been 
infected but not yet have developed the antibodies to HIV which show 
up on the test. If she is not infected, she is still vulnerable to HIV if she 
does something risky with an infected person. Her negative test result 
could provide a powerful incentive for her to adopt safer sex now and 
remain free from infection. 


Clients and relatives with symptoms of HIV infection or AIDS 


It is unlikely that FPAs will be responsible for counselling people with 
AIDS. This is not a part of their existing work and many FPAs would be 
concerned that staff closeness with people with AIDS would scare away 
their family planning clients. However, for the sake of completeness, and 
in case FPA staff need to help clients with AIDS, we look at what is 
involved in AIDS counselling. 


Marge has just recovered from an opportunistic infection and 
has been told that she has AIDS. She has a husband and three 
young children. Her family have refused to have her back in the 
house. She does not know where to turn and you are the only 
person she trusts. She comes to you for help. 


How do you react? What do you do? 


People with AIDS need a friend with whom they can share their grief, 
fears and joys. They need nursing care when they have infections and 
practical help with domestic and economic issues. Anyone caring for a 
person with AIDS needs to know how to manage infection control in the 
home. If a counsellor can help the family to accept the person with AIDS, 
partners and relatives are often the best people to provide this friendship 
and physical support. In some countries, programmes have organised 
networks of helpers in the community to befriend people with AIDS. 


Counselling people with signs of HIV infection and AIDS and their 
families is very demanding, both emotionally and in terms of time. It 
requires a long term committment and involves both terminal illness and 
bereavement counselling. People doing this type of counselling need a 
lot of support themselves, otherwise the stress they experience can 
quickly lead to ‘burnout’ and an inability to continue. For these reasons, 
and because it is outside their normal range of activities, we would 
discourage FPAs from getting involved in counselling people with HIV 
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infection and AIDS. FPAs do not have the necessary resources and this 


type of committment would seriously divert FPA programmes from their 
most important objectives. 


What is new about HIV and AIDS counselling 
for FP workers? 


The counselling skills needed for helping clients in all these situations 
are the listening and enabling skills that family planning workers already 
use in contraceptive counselling. See Page 100. 


What may be new for family planning workers is the need to deal with 
issues of sexuality, illness, loss and death. 


Some FP workers do counsel clients with STDs on how to tell their 
partners and how to prevent the spread of infection. They have 
experience of talking about infections, and helping people to face up to 
infidelity and partner reactions, but they and their clients expect the 
outcome to be a complete cure. 


Areas where HIV/AIDS counselling is new for FP workers include the 
following: 


- Counsellors must be able to talk comfortably about the details of 
sexual practices such as anal and oral sex and their meaning for the 
client, rather than the ‘plumbing’aspects of contraception. 


- Counsellors will have to come to terms with their own feelings about 
sexuality, different lifestyles, disability, pain, loss and death so that 
they do not get in the way of listening and helping clients to make 
their own decisions. 


- One way that people cope with frightening diseases which they 
cannot control is to say that the disease is caused by wrongdoing and 
find a scapegoat group to blame for the problem. The guilt that this 
causes in those infected and the blaming, "serves them right 
rejecting attitudes of those who are not infected make counselling 
difficult if these feelings are not dealt with. 


_  HIVis a new infection. We are still learning about how it spreads 
and how it affects people. Clients may ask questions that you cannot 
answer or you may have to change what you tell them as new facts 
come to light. This can make clients frustrated or angry unless 
counsellors can help them come to terms with it. 

ailable so we cannot refer 


A HIV testing is not av ” 
In many places esting lp people to make decisions 


worried people for a test. We have to he 
in the light of this uncertainty. 
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- Many decisions about HIV involve personal loss, for example, 
postponing pregnancy or stopping an enjoyable sexual activity. We 
have to help clients to cope with this loss as creatively as possible. 
FP workers may be able to use their experience of helping women 
to cope with loss when they cannot conceive or when they should 
postpone pregnancy because of other risk factors. 


Don’t forget that many poor people 
experience much uncertainty, risk and 
powerlessness in their lives every day, 


and health workers are often frustrated 
by their inability to help them. 


bs 


- We may have no reassuring, comforting, hopeful words to offer. This 
makes us and our clients feel particularly powerless and frustrated. 
Of -course many people experience uncertainty, risk and 
powerlessness in their lives every day, and those working with them 
are often frustrated by their own inability to sort things out. We can 
only ever expect to offer people an opportunity to explore options, 
enable them to make informed decisions and link them up with 
available services and resources. 


What training do FP workers need to enable 
them to include counselling about HIV in their 
programmes? 


Many FPA workers already have the counselling skills which are needed 
to help clients to explore what HIV means in their lives and their options 
for change if necessary. These are the skills of listening attentively and 
with empathy; of helping the client to express feelings and ideas; of 
offering information and new perspectives in a sensitive way and helping 
the client to come to their own decisions. 


Therefore the ‘training ’ that is needed specifically for HIV counsellors 
aims at helping trainees to deal with their own feelings about the issues 
raised by AIDS, rather than teaching new counselling skills. All workers 
who will be involved in counselling or educating about HIV and AIDS 
need to spend some days exploring their own feelings about the issues 
raised by HIV so that they do not get in the way of good counselling. 
Counsellors need to get over any feelings of embarrassment, discomfort 
or disgust they may have about certain sexual practices. They need to 
come to terms with their personal anxieties and griefs about illness, pain, 
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loss and death so that they can focus their attention on the client’s 
feelings and allow them to express these comfortably. 


Trainers need to acquire some experience and skills in this type of 
training. The UK FPA and the Cambridge Health Authority have 
produced a Manual called "Working with Uncértainty" specifically 
dealing with this aspect of AIDS training. The Manual contains many 
individual and small group activities which could be adapted for other 
regions. It can be obtained from the UK FPA. 


Improving counselling skills 


If you decide to strengthen counselling skills generally while integrating 
HIV into your programme, you will want to evaluate existing counselling 
and identify training needs. You will need to agree on a model for good 
counselling as a standard for comparison with what happens in your 
clinics. 


You can assist your workers to look at their counselling and agree on how 
it could be improved. 


The quality of counselling will be determined by training, supervision 
and personality and/or the situation in which the counselling is done. 


What are the ingredients of good counselling? 


If you do not have a model that you use for training counsellors, you might 
develop one through brainstorming and role play. 


Brainstorm and make a list of all the steps, skills and activities needed in 
counselling. Role play the counselling of a client, then ask the observers 
to list all the good points and suggest how they might have done it 
differently. How did the client feel? How did the counsellor feel? 


Whatever model you choose, think about how you could adapt your 
model: 

- For use with small groups rather than individuals? 

- For use in situations where time is very limited? 

Your list will probably include the following points. They are arranged 
in steps to show one example of a counselling model. 
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Step 1: Building a Relationship 


The counsellor builds rapport and a climate which makes the client feel 
safe. The following skills are needed: 


Listen with full attention to what the client is saying. Do not allow your 
own feelings and opinions to get in the way. Imagine how it feels to be 
in the client’s shoes, how she copes with her life, what choices she has. 
Accept your client as a person without judgement even if you personally 
would not behave or think as she does. 


Encourage the client to talk freely and fully by using short phrases such 
as "J see", to let her know that you understand and sympathise with what 
she is saying and by not interrupting her with your views. Use your eyes, 
face and body to express interest and concern. Don’t express disapproval 
in your voice or face. 


Step 2: Exploring. 


The counsellor learns enough about her client to understand how she 
feels, her reasons for coming to the counsellor, and her perceptions of 
her situation. The following skills are needed: 


Tell the client what you think she is saying and feeling in simpler and 
fewer words so that you know that you have got it right and she knows 
that you are trying to understand her situation. This aids clear and direct 
communication and prevents misunderstandings. 


For example, "Jt seems as if your’re worried about talking about it with your 
partner, ts that right?" | 


Clarify what the client has said to focus the conversation. 
Ask "Do you mean that....?" or "Are you saying that....?" 
Help the client to be more clearly aware of her feelings so that she has 


more control over them. For example, "You must be feeling uncertain of 
what to do." 


Step 3: Understanding and New Perspectives 
Problems and their causes are identified more clearly and the counsellor 


helps the client to take responsibility for her feelings and solutions to the 
problem. 
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Focus the conversation on what seem to be the most important issues. 


Use open-ended questions to obtain more information and clarify. For 
example, "Lets talk about that" or "What do you think you might do now?" 


Show the client how you feel and what you think her feelings are. 
Offer new perspectives on her situation in a sensitive way. 


Summarise where you have got to by bringing together several ideas and 
feelings. This helps to clarify the situation and give you both a feeling of 
progress. 


Step 4: Action Planning 


The client develops a plan for problem-solving using the counsellor as a 
resource person. 


Check whether the client is now willing to act. For example, "Do you feel 
that we've explored HIV and your risk enough that you're ready to talk about 
what to do?" 


You and your client may identify several options for dealing with the 
problem. Each alternative will have its advantages and disadvantages. 
Some of these will be best known to you. For example, the risks of 
different sexual practices. Others will be best known to your client, such 
as whether she has the willingness and confidence to ask her partner to 
use condoms and what his reaction might be. In this process you use your 
expert knowledge and the client her personal knowledge to develop a 
basis for informed choice. 


For example, "Condoms can protect you from STD, including HIV, and 
pregnancy. Are you and your partner willing to use condoms? Have you 
talked together about this?" 


Offer your client factual information when she needs it. For example, on 
contraception, sexuality, community resources and referral systems. 


Your client may ask you to advise her what to do, but she may really be 
asking herself what to do, or avoiding taking responsibility for her 
actions. You can offer tentative suggestions, but always encourage your 
client to make her own decisions. She knows far more about her situation 
than you ever can and she will feel stronger about taking action if she 


decides to do it herself. 
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Help the client to a make a realistic plan which she can put into action, 
given her resources, capabilities and commitment. 


For example, "Now, could we outline a plan for you to follow?" 


Check the "who, what, when and where" of the plan, and revise the plan 
until the client feels that it can be achieved. 


Practising through role play 


Family planning workers can practice including preventive HIV advice 
in their counselling session through role play. They may find it helpful to 
role play in groups of three, with one person as the client, one as the 
counsellor and one as the observer. The group should be aware of the 
different phases in the counselling process and the skills being used. 
After the role play, the client, then the counsellor and then the observer 
are asked to comment on how they felt during the session, what was 
helpful and what other approaches could have been tried. 


It is useful to collect case studies for role play practise. For example, in 
the role play in the next shaded box: 

Think about: 

- How does it feel to be the nurse? 

- How does it feel to be the client? 


- What information does the client need from you, from her husband, 
and from others, in order to make an informed decision? 


- How likely is it that she is HIV positive? 


- If she is HIV positive, what risks will she and her baby face if she 
becomes pregnant and delivers? 


- What is your advice about the IUD? 
- If she has a baby, should she breast-feed it? 


- Howcanyou help her to talk through the decision and cope with her 
feelings? 


Who will do the counselling? 


An FPA may decide to train additional counsellors in order to reach more 
clients, or a new group, or to have time to improve their FP counselling 
and include information about HIV. 
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The FPA worker’s view: 


Comfort has an IUD. She has a son of 3 years old and she has arranged an 
appointment with me to have the IUD out. She seems worried and reluctant to 
go ahead with the removal. She looks like someone who wants to talk about a 
problem but does not know how to begin. How can I help her? 


A Comfort’s view: 


I am married to a man who sometimes travels for business. I am sure that like 
all men in his position he sometimes goes with prostitutes. I know that many 
" prostitutes are now infected with HIV. He never uses a condom with me and I 
don’t know whether he uses condoms when he is with a prostitute or not. I 
long for a daughter but I am afraid that I might have HIV and give it to her. I 
don’t know how to talk about this with the FPA worker. I feel so ashamed and 
scared that she will say I shouldn’t have a baby. 


Decisions about who will do the counselling are important because the 
backgrounds of the counsellor and client will affect their relationship. 
Also, counsellors based in the community, working as volunteers or on 
minimal pay, will be able to reach more clients in need than a few highly 
paid, clinic based counsellors. These counsellors - like any counsellors - 
will need sound training and continuous support. 


Good counselling can only take place when the client trusts the 
counsellor and feels that it is safe to talk about personal matters. In many 
societies, this happens most easily when the counsellor and client: 


- Speak the same language easily and belong to the same ethnic group 
- Belong to the same sex, age group and class 


- Have experienced similar problems. 


For these reasons, the best counsellors are often those recruited from 
the same group ("peer group") as the people who are counselled. Peer 
counsellors have a deep understanding of the situation surrounding 
those being counselled, and feel at ease saying the words used by their 
group. There can never be any hint of the patronising relationship that 
can develop between people of different backgrounds, nor of the 
associated embarrassment. 


Thus young people have been found to be the best counsellors for young 
people, and satisfied users of contraceptives for others thinking of using 
them. Close friends in a peer group often give each other informal 
counselling. Many programmes have shown that people from the : a 
group can make even better counsellors than highly qualified medic 
staff with years of training in psychology. 
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FPAs can become 
involved in setting 
up networks of 
counsellors 
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The degrees of trust between people in different relationships and the 
appropriateness of disclosing personal information differs between 
societies. In some societies discussion of intimate subjects between 


parents and children is avoided, but allowed between grandparents and 
children. 


» Many programmes have shown 
that these people can make even 
better counsellors than highly 


qualified medical staff with years 
of training in psychology. 


Although "peer group" counsellors may have a special advantage, almost 
anyone can learn counselling skills which enable them to achieve a 
considerable degree of trust and understanding with people from 
different backgrounds. The main qualifications are a warm and relaxed 
attitude towards people and the ability to listen with empathy to what 
they are saying. This listening skill enables the worker to learn from the 
client, an essential step in any communication. 


The specific form these skills take may need adaptation from culture to 
culture, but, to repeat, the two most important needs are: 


- To learn from the client with empathy and respect 


- Toenable the client to make her own decisions. 


Your FPA may be able to identify people who already feel easy with each 
other and set up networks of counsellors and self-help groups in 
communities. 


The setting 


FPAs who wish to expand and improve their counselling may need to 
rearrange the setting so that clients have enough time and privacy. 


° . . . . . 9 
Where is counselling carried out and how much time 1s each client given: 


Counselling is often carried out in clinics by clinic staff. If the pa is 
crowded it may be difficult to provide the time and privacy needed : 
good counselling. This problem will increase if FPAs decide to include 


HIV counselling in their work. 


If this is a problem for your FPA, you might think about: 


- Training more counsellors (as suggested above) 
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- Screening for clients who need in-depth counselling; for example, 
new attenders or high risk clients (Chapter 2, Page 41) 


- Carrying out counselling outside the clinic; in homes, community 
centres or schools 


- Providing small group counselling for people with similar needs, 
using the same model as you use for individual counselling. 


Confidentiality 


Never talk about what your client has said with anyone outside your work 
and don’t bring it up with the client outside the counselling setting unless 
she brings it up herself. F 


a‘ 


In some countries people with genital problems do not visit health units 
because they are afraid that the workers will gossip about them, or others 
attending the clinic will overhear their problems. Many FPAs have a 
good reputation for confidentiality which will encourage people with 
STD and HIV problems to use their services. 


Confidentiality is absolutely essential when counselling about HIV and 
AIDS. All around the world, people who are even suspected of being 
infected with HIV have been thrown out of their homes and jobs, 
rejected by their families and denied basic human rights. Counsellors 
need to tell their clients explicitly at the beginning of the session that 
anything they say, and any test results, will not be disclosed to anyone, 
even partners, without their permission. 


Confidentiality to the extent of not telling partners poses difficult ethical 
questions for many people - whose rights are more important? However, 
from the point of view of controlling the epidemic, absolute 
confidentiality is needed to encourage people who may be at risk to come 
for counselling. 
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All the line drawings in Chapter 7 are adapted from "Helping 
Health Workers Learn" by David Werner and Bill Bower 


CHAPTER 7 


TRAINING 


{FS is likely to be a major component of your HIV prevention 
strategy. It should be clear what is meant by training. Some people react 
strongly to the word, saying training is what you do to make people obey 
commands. They prefer a phrase such as “in-service education”. This 
reflects the requirement in all education to treat adults as people who 
have much to offer from their own experience during training. As was 
said in previous chapters, a vital part of the communication process is to 
learn and listen before you attempt to convey your own knowledge. We 
will use the term “training” in this chapter with this meaning in mind. 


Which groups do you train? 
Who will you want to train about HIV/AIDS? 
Which are the priority groups? 


First, it is important to ensure that all your colleagues (volunteers, senior 
and management staff) are adequately oriented and that they have 
contributed to the strategy for your team. 

Second, clinic and service delivery personnel will require orientation and 
special training that will help them come to terms with their own 
anxieties and attitudes to sexuality and AIDS. They will need information 
about HIV/AIDS. They will also need skills training to review their 
sterilisation procedures, to counsel clients and to communicate with 
different groups. They will then be in a better position to train 
community level workers in their regions. 


Third, training for people ‘n communities could include: 


- CBD (Community-Based Distribution) workers to yen Se 
condom and spermicide programme and put more ¢ an me 
teaching adolescents and others how to use condoms corr y 


protection against HIV 
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- Field workers to work with specific groups in the community, 
looking for ways to prevent the spread of HIV 


- MCH workers to counsel their clients when they are worried about 
HIV or AIDS, to sterilise needles correctly and to reduce the 
number of blood transfusions by actions to prevent anaemia 


- Teachers and youth workers to teach HIV prevention in the context 
of family life and sex education 


- Women’s group leaders to inform their groups how they can protect 
themselves from HIV 


- Adolescent counsellors to work with their peer groups (see chapter 
on Counselling) 


- IEC and media people to inform the public correctly about HIV and 
AIDS in a way that helps them to change their behaviour and 
attitudes. 


You can use these training opportunities to improve the skills of trainees 
in all aspects of their work and to demonstrate a participatory approach 
to training which will benefit many aspects of their work in future. 


Organising the training 


What will be the most cost-effective way for your team to organise 
training? There are a number of choices. The first choice is whether to 
modify existing training courses, or whether to develop specialised 
courses devoted to the problem of HIV. 


The next choice is whether information about HIV and AIDS is tagged 
on to an existing course, or whether it can be fully integrated into the 
various components of the course. 


Whatever the choice, you will have to examine the long-term 
implications of the choice, in addition to the financial, manpower and 
management implications. 


Existing training 
The use of existing training offers two main possibilities: 


- Integrate AIDS training into your planned training activities, such 
as FLE workshops. You will already have a structure and a three 
year plan for training activities. 


- Take advantage of any AIDS training opportunities nationally and 
regionally, organised by government bodies or NGOs. For example, 
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you might send your training officer or other trainer to an AIDS 
course, organised by the National AIDS Committee (NAC). Your 


clinic personnel might participate in a workshop organised by the 
district health team. 


If you choose to integrate training about HIV/AIDS into existing 
training, you will have to assess the time-scale of doing this. In the long 
run, such integration must take place, but the anxieties of workers, and 
public pressure may rule it out for the short-term. 


Train staff so that they can train others 


You may be organising a training course for a particular group of workers with a 
specific purpose outside HIV. Would it be useful to include HIV? 


For example, you may be running a family life course for teachers. You could 
include HIV in the discussion on safe relationships, STDs and the benefits of 
condoms as a contraceptive. 


You may be holding a course to enable MCH workers to become family planning 
counsellors. Would it be appropriate to include HIV counselling in this course? 
or to give them information about the need for sterile needles and ways to 
prevent anaemia? 


New training 


You may feel that HIV is such an urgent problem that you want to hold 
training courses for all your workers as soon as possible. This will ensure 
that : 


- They all have appropriate knowledge and attitudes 
- They agree on what changes to make in their work practices 
- They agree on their contribution to preventing HIV. 


This may bring up a need for specific skills training, or you might decide 
to train additional workers. 


This could be done in the context of strengthening an existing 
programme area, as well as teaching about AIDS. Thus, training about 
methodologies for developing IEC materials will help general IEC work 
as well as communication about AIDS. 


Who do you need? 


Do you need lay counsellors to expand your counselling programme? 
Could you use supervisory visits as a training opportunity? 
Could you initiate a distance learning programme for field staff? 


For example, your trainer could introduce a self-instructional comme aye 
staff which would enable them to work through a series of ak an 
two colleagues without leaving their district. The trainer che vist 
periodically to check on progress and help i sabhta 


SLi i se DONS 
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Learning principles and teaching techniques 


What learning principles make it easier for people to learn, help them 
to learn faster and more permanently and to apply what they have learnt 
to their work? 


Many FP workers have found through experience that teaching is more 
effective when the following principles are applied: 


Equality in training 


The relationship between trainers and the people they work with should 
be based on an attitude of respect and equality. 


~ 


SO WHAT DO YOU THINK 


Many of us teach as we were taught at 
OF THAT IDEA ? 


school. We lecture to people to give them 
new information and then test them to 
make sure that they remember the facts. 
But the people we work with are adults 
who work best if they feel free to ask 
questions and contribute their knowledge, 
ideas and experience to the group in an 
atmosphere of respect, acceptance and 
encouragement. 


I HAVE MY DOUBTS, 
IN MY OWN 
EXPERIENCE...- 


Equality between workers 


CBD workers, TBAs and clinic workers could come together on a training course 
about condoms, spermicides and HIV. 


The CBD workers know what men are saying about condoms and how more men 
might be motivated to use them. 


The TBAs know about women’s fears of HIV and their problems with asking men 
to use condoms. 


The clinic workers know about supply and storage problems and whether it is 
feasible to ask couples to use condoms and spermicide as well as a more effective 
contraceptive. 


A two way learning process between equals is essential. After all, 
although trainers may have information on HIV and policies, this is not 


useful until it is put together with the group’s knowledge of communities 
and working situations. 


Trainers can help to build good relationships by giving people time to 
get to know each other. If they hold plenty of sessions where the group 
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discusses and solves problems as a team, equality will be established. 
People usually have to make more of an effort to communicate freely 


when the educational level and status of members of the group differs 
widely. 


Because of this, we will talk more of ‘facilitators’ and ‘participants’ rather 
than of ‘trainers’ and ‘students’. A ‘facilitator’ is one who helps a group 
(of which the facilitator is a member) come to an agreement about a 
course of action. A facilitator also provides opportunities for people to 
explore their attitudes together, and to practise skills. 


Wanting to learn 
People learn faster and more thoroughly when they want to learn. 


Applying the principles of learning outlined here will motivate people 
to learn. Encouragement and praise also help people want to learn. 
Expectations of a high standard of performance and sparingly used 
constructive criticism can create enough tension to stimulate learning. 


Knowing it will help in the future 


People learn faster when they see how the learning will help them in the 
future. They will also want to know that their management structure will 
continue to help them put training into practise. 


This happens when the course content matches the job that the workers 
will be doing and the trainers explain how the learning will be used at 
the beginning of each session. 


The workers themselves can help to define their learning needs and the 
course content by assessing their own performance or their knowledge 
of HIV before or at the beginning of the course, or by working as 
apprentices in the field and finding out what they need to learn. 


It is quite useful to start a workshop with an invitation to each person to 
share with the group something personal and something professional 
concerning AIDS or HIV. This establishes from the start the idea that 
everyone has something to contribute, and that personal feelings will 
play a very important role in the development of any work related to 
HIV/AIDS. 


The group should then establish a content for the course. The peti 
exercise helps trainers to get a picture of what a group expects pit : 
course and what they want to know. The group can use this to ag 
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the course content, which will combine the wishes of facilitators and 
participants. 
Everyone in the group (including facilitators) should discuss in 


groups of three: “What are my personal and professional 
expectations of this course?”. 


This should take about 20 minutes altogether. 


Bring the groups together and ask each group to report back. 
Wnite up the main points for everyone to see. 


If the expectations of the participants are more than you can 
cover in one course, ask each group to choose a priority topic. 


If some of the trainees cannot read or write, do this exercise 
verbally, and write up the final points to refer to during the 
course. . 


Starting from what we know 


New information and skills start from what people already know and 
their working experience. People learn more easily if they can fit new 
information into what they already know. 


For example, facilitators can build on the STD counselling that FP 
workers have been doing up until now so as to incorporate HIV 
counselling. 


The following is an example of a quiz that can help participants explore 
their current knowledge, beliefs, attitudes and worries about HIV/AIDS. 
This exercise may take about two hours. Participants should answer the 
quiz individually in about 15 minutes, and then get together in small 
groups (about 5 people) to discuss their answers. The role of the 
facilitators is to help people to talk openly, to listen to one another with 
respect, and to clarify any points at the end of the discussion. Depending 
on the size of the overall group, and the feelings of the facilitators, the 
whole group may or may not discuss the answers in a plenary session. 


It should be pointed out that the structure of this quiz should take into 
account an understanding of local beliefs, attitudes and knowledge so 
that the maximum relevance for participants can be obtained in the 
shortest time. 


It will be readily understood that in this quiz, almost every answer can 
be correct. It is up to a group to decide where their balance of opinion 
lies, whilst respecting the fact that each individual can maintain a 
particular perspective of the issues involved. This helps people 
understand and come to terms with the emotions and beliefs that lie 
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behind much of their work. Because there are no definite answers, the 
quiz helps participants to live with the uncertainty that surrounds us all 
in every facet of our lives - AIDS has not changed this. Since the quiz 
exposes deep feelings, it is vital that all facilitators do the quiz themselves 


as a group before a workshop, so that they can explore the issues fully for 
themselves. 


,Facts and Feelings quiz 


1. You can catch AIDS 


abloodtransfusion 


| ansect bites oe oF ea es 
: care of a person with AIDS | Lae ae ee 
Pymaaiean eas spade eae 
using drugs | ae ere 
i es 
Cia 


sexual intercourse without a condom 


sexual intercourse with a condom 


_ breast feeding (for the baby) 


im masturbation 


3. AIDS does not make sex any more risky for women than it 


always has been: 
eb 
ie Tees 


4. People will only adopt safer sexual practises if they fear a 
horrible death from AIDS: 
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| §. If you were HIV antibody-positive, this means that: 


a Ty elaine eres mh 
_b | you will be dead in years’ time | 
_¢ | youare infectious to other people | 


6. A pregnant woman who is HIV antibody-positive: 


a. will transmit the virus to her unborn child 
ok should have an abortion oe 


7. if you suddenly found out tomorrow that you were HIV 
antibody-positive, who would you tell? 


8. Do you think that certain people are more at risk of 
catching HIV than others? 


9. What is, in your view, the most effective preventive method 
against HIV infection? 


a promote the use of condoms by all couples 


b_ promote abstinence before marriage and fidelity in marriage 
| 


promote sexual practises not involving penetration by the penis 
d| prevent and treat STDs Le 
¢| test everyone and isolate those who are positive a 
f | address socio-economic problems | 


g provide a vaccine if one becomes available 


10. If you are sero-negative, this means that: 


“ you are immune to HIV oo 
rb you don’t have to change your sexual behaviour 


you have not come into contact with HIV 


11. When considering sex with a new partner it is important to 


i find out their sexual history oe 
b__|§ ask the person to take the HIV antibody test ye 


practise safer sex 


a choose someone from a low risk group a 
i 


The impact of personal feelings 


Everyone has personal feelings as well as knowledge concerning 


sexuality, family planning, STDs and AIDS. These feelings can affect 
their work and their relationships with clients. 
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The following exercise helps participants to separate what they know 
from what they feel, and to look at how their personal feelings may affect 


their work. It also gives them an opportunity to use the facts about 
HIV/AIDS in a typical work situation. 


Get together some case studies which describe situations that the group 
may face in their work and which may arouse personal fears and 
prejudices. * 


A young unmarried girl comes to you in the clinic. She says she 
has been having anal sex in order to avoid pregnancy. She is now 
worried because she has heard that anal sex is risky for AIDS. 
She asks you for condoms. 


What do you feel? How will you react? What will you do? 


Developing strategies 


Having explored personal feelings and the facts, participants need to 
establish the strategies they will use for their future work related to 
AIDS. This will involve small group discussions on the advantages and 
disadvantages of treating AIDS as a separate and unique issue rather 
than strengthening existing programmes in order to have an impact on 
the problems responsible for HIV transmission. 


Active learning 


Whatever the strategy, participants will want to be clear about the skills 
and actions they will use. People learn more quickly and permanently 
when they actively process new information, solve problems and practise 
skills. Simply presenting information does not lead to learning. People 
need to use the information in practical tasks, problem-solving or role 


plays. 


The approaches described in the above sections themselves promote 
active learning. The following is a review of techniques to encourage 
active learning: 


Discussion 


Discussion helps people to learn actively and contribute; to review ee 
experiences and reinforce learning; to find out what people have learne : 
and remembered, and give immediate feedback; to encourage questions, 
to develop attitudes and communication skills. 
be broken down as follows: 


Discussion methods can 
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- Class discussion: Encourage all members of the group to share 
their thoughts and feelings, and control the over-dominant. One way 
of doing this is to give each member of the group one behaviour and 
ask them to open the discussion by giving their ideas about it. 


- Group discussion: Divide the group into sixes and ask each group 
to discuss one topic in depth and report their findings back to the 
whole group. For example, what should our team do about HIV 
counselling? 


Another approach to group discussion is to go into pairs and have a 
conversation about a topic. Then go into fours and continue the 
discussion, trying to come to some agreement. Finally, ask each four 
to feed back the main points of their discussion to the whole group 
and try to come to some agreement on the best course of action. 


DO YOu THINK THIS 
RAIDS 1S TRUE? 
PREVENTION H 


One way to start a discussion 


- Brainstorm: Raise a question and ask all members of the group to 
think of as many ideas about it as they can without worrying at this 
point about the quality of the contribution. Write down all the 
contributions without comment until people run out of ideas. For 
example, what will make it difficult for people in our district to use 
condoms successfully? 


Now go through the list and eliminate repetitions and clarify what is 
meant by each one. Finally, classify the points and agree on which 
ones to discuss in more detail. 


- Debates and Panels: Debates can be useful for advocacy training as 
well as helping people to make up their minds about a question. For 
example, debate the proposition that “AJDS is not a serious problem 
for our country, it is an imperialist ploy to discredit us”. 
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Games 


Games make learning enjoyable and help people to experience a 
Situation before trying it for real. Use games in training such as: 


Role playing: Role playing enables people to practise 
communications skills and problem-solving, and understand how it 


feels to be in another’s shoes. Collect case studies for role play - see 
examples th this manual. 


Simulations: These use objects and situations to substitute for the 


real thing so that people can practise a skill. For example, putting 
on a condom over the fingers. 


Board games: These are fun and can help people to learn facts and 
discuss opinions (see Chapter 8, Page 145). 


Quizzes: These are fun as well and can generate much useful 
discussion if they are not just yes and no answers. An example has 
already been provided. 


Studying by oneself 


Self study activities help people to apply knowledge if they are given 
proper guidelines for activities. This will include recommendations for 
people to study in groups, and provision of the necessary support from 
managers and supervisors. 
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Clear information 


This means explaining new technical words and using simple local 
language and words whenever possible. Trainers will have to be explicit 
when they talk about safer sex and identify the words to use with a group 
at the beginning. Because there are so many myths about AIDS and many 
uncertainties, trainers need to choose their words carefully. 


A few well-chosen, visible, clear, simple, relevant visual aids, which 
match the topic under discussion, can help people to remember new facts 
and ideas. People learn more rapidly when the trainer presents 
information or skills in a structured way. 


What skills and attitudes are needed? 


Field workers may have to work without Supervision more than 
clinic-based staff. They need to be able to perform their tasks well by the 
end of the course. They need to be committed to the aims of the 
programme and motivated. For example, a CBD worker must be able to 
know about the correct storage methods for condoms, to show people 
how to put ona condom correctly and must be motivated enough to reach 
everyone in the community with information about HIV and condoms. 


Field workers need to learn problem-solving skills. Each programme 
needs a unique design which deals with local needs, resources and 
problems. 


Field workers need to learn decision-making skills. They need to reach 
decisions based on an appraisal of the facts of the situation for 
individuals, the community and available services. For example, they 
need to decide with the community which are the priority groups for safer 
sex promotion and whether a client should be referred for further 
diagnostic tests. 


Above all, field workers need to be able to communicate well. HIV 
transmission will only be slowed down in time if families and 
communities actively work towards this goal. Field workers must be able 
to explain clearly, to listen attentively, to discuss matters in a relevant 
way, and to inspire action. They need an attitude of respect and concern 
for the people they are working with and awillingness to learn from them. 


Field workers need to go on learning and developing their skills 
throughout their lives. Knowledge of HIV and AIDS increases daily and 
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the best preventive methods, advice and treatment will also change. HIV 
is anew problem and field workers need to be willing to learn from each 
other’s experience and new knowledge and change accordingly. 


Training of primary health care workers will need to include these special 
skills and attitudes. 


What specific points will be covered? 


In determining the points to be covered, you will have to establish with 
the group the answers to the following questions: 


- What tasks will members of the group need to do? What are they 
doing now? Do they need to do them better? What new tasks will 
they do? 


- With which groups will they work? What is their culture and 
socio-economic situation? How can HIV prevention be made 
relevant to them? 


- What resources and support will they have from their own 
organisation, other organisations and the community? 


- Will they have enough safe, correct-sized, well-stored condoms 
lubricated with nonoxynol-9? 


- Can people get confidential HIV testing with counselling? 


- Dothey know the facilities which offer blood that has been screened 
for HIV? 


- What do local statistics tell us about the problem? For example, what 
is the incidence of abortion and STDs? 


- What problems have they faced in doing their work? Can they 
describe times when they have felt uncertain, worried, unable to 
cope, discouraged? 

- Whatcommon problems do their clients bring to them, for example, 
in using condoms? 

- Which part of their training are they using, which parts are they not 
using, and why? 

on of asking trainees the 


Training needs can be assessed by a combinati | 
for example, observation 


above questions, and evaluating their work by, 
and numbers of acceptors. 


Some curriculum examples are provided in boxes on the following pages. 


i - 
F 
a 


Setting the agenda 


Facts and feelings quiz 


Establishing strategy together 


Role plays 


How HIV is transmitted and not transmitted 


How to prevent HIV 


Features of AIDS 


Community diagnosis of HIV 


HIV and contraceptives 


Counselling and HIV 


Health education on HIV for different groups 
Materials and media development with groups 


Condom storage, promotion, distribution, use 
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Holding focus group discussions on attitudes to condoms and 
spermicides. Problems with motivation, use and reasons 


Self assessment of existing programme, number and type of 
acceptors, estimate of failure rate 


Recommending the best types of condoms and spermicides for 
HIV prevention 


How to explain and demonstrate correct condom use 


Counselling 


Facts and feelings about AIDS 


Supplies and storage 


How to approach men with information on STDs and HIV 


Handouts and Manuals 


Handouts and Manuals will reinforce learning if they are structured in 
the same way as the course programme and lessons. 


For example, a handout on the lesson on putting on a condom might 
include the pictures on the next page, and a checklist of points, including: 
- Benefits 

- Safest locally available brands 

- Date on packet 

- Local suppliers 

- Storage 

- Fingernails and rings 

- Lubrication 

- Use anew one each time 


- Putting it on and taking it off. 
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mans penis is soft. 


With one hand pinch the end 
of the condom with thumb and 


finger. 
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Do not try to put the 
condom on when the 


How to use the condom 


‘ 


fie 
Vit 
ie 


Wait for the penis to go 
hard. Puton the condom 
before the penis 

touches the womans ‘ 
vulva or vagina. 


Take the condom out of the 
packet. 


With the other hand put the 
condom on the end of the penis 
and roll it all the way down. 


The woman can put a pessary 
into her vagina. 


Take the condom off. 


Do not use it again. 


Wrap the condom ina 
piece of paper or tissue 
and dispose of it properly. 


Take the penis out of the 
vagina soon after the man 
comes. 

Hold the condom on the penis 


when you take it out of the This can be done b 
vagina. d 


Do not spill any sperm when thr owing it in a latrine or 
you do this. burying it. 


Taken from a leaflet produced by the Brook Advisory Centres, UK 


This is copyright material. Non-UK readers may reproduce these 
illustrations freely for use in their programmes. UK readers can obtain 


copies of this leaflet from Brook Advisory Centres, 24 Albert Street, 
Birmingham, B47 UD. 


ae SERS Sean Sas 
bo mR : He 
3 


Meee serenaded 


Comfortable with talking about sex using popular 


Instructional modules 


For each of the parts of the curriculum, it is helpful to design a module 
which acts as a checklist for the trainer. Instructional modules begin by 
defining what enabling factors and skills are needed to do the job. An 
example of a module for counselling and demonstrating how to put on a 
condom is shown in the box above. 
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Lesson plans 


Lesson plans suggest strategies for teaching the topic with activities, 
teaching aids, sample materials, handouts and assessment methods. The 
following is a typical lesson plan: 


Teaching people how to put on a condom: | 


Brainstorm on what problems users have reported in using condoms, for 
example, bursting, accidental pregnancy. — 2 _ 
If necessary, carry out focus group discussions to get more information 


_ How do we teach people how to use condoms now? " 
Invite people to role play how they do it and ask the group for comments. Let 
___ everyone who wishes to have a go. Make a list of good points agreed on by the 
group. Agree on thingsnottodo, sy  . a : 
: The trainer contributes to fill any gaps and make suggestions. 


_ The group agrees on the best approaches and they pr Beye to pairs uphl they 


feel happy with the task. 


Training in relation to Primary Health Care 


We have concentrated in this Chapter on the important task of preparing 
a workforce for their work with communities. The methodology 
promoted is exactly the same methodology they should use when solving 
problems with people in a community. 


Many FP workers operate within the framework of Primary Health Care 
(PHC). HIV prevention programmes will be most effective if they are 
integrated into the PHC approach. 


The idea behind PHC is that everyone has an equal right to be in good 
health. For this reason, it is a mix of political, community and service 
activity - with all groups working as equal partners. It is concerned to 
include those who are often ignored or missed by community support 
structures or social services (including agriculture, health and 
education). Those who are ignored or missed often have poor support 
structures, are low in social and economic Status, and find the rest of the 
community and services irrelevant or unfriendly. It is precisely such 
groups that suffer most from ill health. 


People at high risk of HIV infection may be found in these isolated 
groups. For example, unmarried adolescents living on the streets by 
prostitution; drug addicts; nomadic pastoralists living in remote rural 
areas; Or very poor or isolated families within communities. In training 
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it is important to remember that their isolation will make it very hard to 
understand their difficulties, and to develop strategies together with 
them that will allow them to protect themselves against HIV. The skills 
for promoting PHC are exactly those necessary for control of HIV. 


PHC builds on the positive aspects of local culture and medical practice: 


recognition of the value of traditional sexual values and codes may help 
to reduce HIV'ransmission. 


Community Participation. The term ‘community’ is sometimes a 
difficult one to define. The use of the term seems to depend on attitudes. 
Sometimes, the use is very patronising — as though a health worker is 
going “to do something for a community”. In this book, we use the term 
‘community’ to specify the group of which the health worker is merely a 
part, and with which the health worker should be interacting. Its use 
depends on the complex web of political, cultural, social, and economic 
forces that lead groups of people to act in the ways that they do. 


In this sense, health promotion is a community as well as a family activity. 
Communities explore their options for preventing HIV transmission and 
decide what to do. The programme and the community contribute 
human and material resources. For example, family and community 
support and care networks ensure that people suffering from AIDS are 
cared for in a familiar, loving setting which reduces stress. The 
programme provides advice and medical needs. 


Inter-sectoral cooperation. Many FP programmes work with teachers, 
health workers of different types, community development workers and 
agriculturalists. These links will be very important in preventing HIV. 
For example, teachers can educate children about HIV before they 
become sexually active. Community development workers can help 
women economically so that they have a more equal status in sexual 
decision-making. 


Local auxiliary workers. These develop relevant and acceptable 
services close to people’s homes. For example, TBAs discuss what to do 
about HIV with older women in the village, and young male community 
based workers motivate young men to use condoms and spermicides and 


supply them. 
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CHAPTER 8 


YOUNG PEOPLE 


» people are a priority group for HIV prevention. The majority of 
boys and girls will be free of HIV at puberty and FPA workers, teachers 
and those working with young people can help them to stay that way. 
They will then form a reservoir of healthy parents and an insurance for 
future generations. FPAs can begin to include HIV prevention in their 
existing youth programmes straight away. 


As has been mentioned in the chapter on training, it is especially 
important for workers to be clear about their own attitudes and 
prejudices when dealing with young people, since some people might use 
work related to AIDS to re-inforce moral prejudices. For example, some 
programmes have talked of "reducing promiscuity" in young people. But 
who sets the standards for "promiscuous behaviour"? How is it defined 
and measured? This leads to the general question. How can approaches 
be made that avoid moral prejudice, so that young people feel they are 
being treated as equals and are therefore more likely to participate in 
overcoming the underlying problems? This chapter, like the chapter on 
training, explores some of the issues and possible approaches in dealing 
with young people as equals. 


Which adolescents are at risk? 


Which groups of adolescents are at high risk of HIV in your country? At 
what age do boys become sexually active? What about girls? At what age 
do girls marry and/or have their first baby? 


In some groups girls may marry at puberty and have their first child a 
year later. Their husbands are likely to have other sexual partners. ir 
this age girls usually have low status in the household and will not be able 
to even discuss safer sex. If bridewealth or dowry is paid, the man and his 
family will "own" the girl’s sexuality. 
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In other groups or societies, boys and girls marry later, perhaps in their 
early twenties. Some, if not all of them, will have sexual partners before 
marriage. In some societies, girls will have their first child in their teens 
several years before they get married. 


A high incidence of pregnancy, abortion and STDs in unmarried 
adolescents means that they are at high risk of HIV/AIDS in areas with 
HIV. These problems already threaten the lives and fertility of girls and 
a programme to help them to have safer relationships is urgently needed. 


AIDS increases the urgency of extending this survival knowledge and 
skills to all children before they become sexually active. 


The age at which adolescents become sexually active will vary with 
ethnic group, religion, domestic situation, schooling etc. ~ 


When sex starts 
Boys and girls in boarding school have a freedom and lack of family guidance 
which may result in sexual activity by around 13 years. 


Girls may be eager to get pregnant soon after finishing primary school education 
as a passport to adulthood and proof of fertility for potential partners. 


Unemployed young people in urban areas may sell sex for cash at an early age. 


Girls may have sex with "sugar daddies", older elite men who may have many 
partners. a a : 


Adolescents may inject drugs and sell sex to pay for their habit. 


Policies and programmes 


What is the policy of your FPA on family life education, sex education 
and reproductive health services for unmarried adolescents? How did 
you decide on this policy? Do you need to adapt your policy in the light 
of AIDS? 


How many married and unmarried young people of different ages in 
and out of school do you reach through your existing programmes? Do 
you need to reach more out-of-school adolescents, younger children or 
particular groups who are likely to be at high risk of HIV? In many 
countries it is easiest to reach young people through the school system, 
but many drop out after a year or two and the majority finish their formal 
education at primary school. For this reason, it is essential to reach out 
of school youth, as well as to teach about AIDS in the top classes of 
primary school and the early years of secondary school. 
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Depending on local attitudes to adolescent sexuality, the components of 
your current policy may include any of the following: 


ADVOCACY 


POLICY FORMULATION 


EDUCATION 
For Youth in 
and out of school 


SERVICES: 
Counselling 
Contraceptives 
STDs 

Abortion 


PUBLIC INFORMATION 


‘CURRICULUM > 
DEVELOPMENT 


EVALUATION 


: : ? s TIONAL — 


We will discuss how you might like to approach each of these 
components in turn. 


Advocacy for policy formulation 


FPA policy for young unmarried people will be influenced by: 
government policy; the views of religious, ethnic and political leaders; 
the personal beliefs of FPA members, parents, teachers and youth 
leaders. For example, is it accepted as normal that at least some 
unmarried adolescents will be sexually active and that your FPA should 
teach them about condoms? Show them how to use them? Supply them 
to unmarried adolescents in clinics, CBD programmes or schools? 


Or are you expected to recommend chastity before marriage and attempt 
to achieve this by making it difficult for adolescents to get condoms and 
stressing the dangers of premarital sex? 


Fierce controversy about this and other topics often makes it difficult to 
implement programmes which meet the needs of young people. 


If this is an obstacle to youth programmes in your country, you might 
want to use the concern about AIDS among leaders and the public as a 
lever with which to change attitudes towards youth programmes and 
create a sense of urgency. It is impossible to teach about AIDS yee? 
talking about sexuality and relationships, and, in many RH it ae 
be impossible to prevent HIV transmission without enabling adolesc 

to use condoms and spermicides correctly. 
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Many FPAs have long experience of advocacy with family planning and 
they can use these skills and networks to get agreement on the need for 
AIDS education in the context of family life and sex education and 
services for young people. 


Policy for sex education in schools 


Some FPAs are working with groups of influential people from 
ministries of health and education, different religions, school governors, 
teachers, parents and politicians to get national agreement on a policy 
for sex education in schools. 
This involves: 


SN 


Clarifying the moral, biological, legal and ethical content of sex 
education. For example, should teachers preach their own morals to 
young people; leave morals out of the lesson altogether and just talk 
about biology; help young people to explore their own feelings and values 
and make their own choices and decisions? 


Agreeing on aims. Is the education aimed only at preventing unwanted 
pregnancy, STDs and AIDS or does it aim, for example, to improve the 
quality of relationships between boys and girls, men and women? 


Deciding on where sex education should fit in the curriculum. 
Deciding how it should be taught. 
Deciding on methods of evaluation. 


Deciding on the indicators of change that will be used and who will 
measure the success of the education. 


Your FPA might initiate or join such a group, and ensure that HIV/AIDS 
education is taught in the context of family life and sex education both 
in schools and out-of-school youth programmes. 


The development of curricula 


Perhaps policy makers and the public in your country agree with some 
form of sex education for young people, but there is no approved 
curriculum so few teachers and youth leaders have the confidence to 
teach the subject. 
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Ideally, young people need a full programme of family life and sex 
education in order to take in information about AIDS and make sense 
of it for their own lives. Family life and sex education deal with issues of 
sexuality and the communication and decision-making skills which 
adolescents need to express their sexuality safely. 


It may not be possible to provide a full sex education programme for all 
children in the‘hear future. But the spread of HIV and other STDs could 
be slowed down if young people are given an opportunity to explore the 
implications of their sexual behaviour. A basic curriculum, which 
teachers and youth leaders could use as part of a family life and sex 
education programme or independently, would give them confidence to 
start talking about HIV immediately. 


Interested teachers could bring the information into other subjects such 
as biology and social studies. This may be the best way if attitudes towards 
sex education are negative. 


Some FPAs are contributing to the design of a basic curriculum for 
family life education and sex education. Your FPA might want to become 
involved in curriculum development and the inclusion of AIDS into 
existing curricula. 


Developing educational materials 


Perhaps you have already helped to develop educational materials for 
family life and sex education for in or out of school youth. You may want 
to revise these to include HIV. Or, if there are no good materials, you 
might want to produce a pack which allows young people to learn about 
AIDS in the context of family life and sex education. If every school and 
youth leader had access to such a teaching pack, which they could easily 
adapt, many more children would learn about HIV in time to protect 
themselves. 


Training teachers and youth leaders 


Ideally, teachers and youth leaders need training to teach Sex education 
in the most helpful way. They need time to recognise their own sexual 
values, attitudes and feelings before they can feel comfortable talking 
about sex with young people. The participatory methods described 1! 
Pages 150 onwards are useful for teacher and youth leader training an 


give participants the experience to use these methods with children. 
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AIDS education about safer sex requires the sensitive discussion of the 
details of sexual practices as well as the practical aspects of reproduction 
and contraception. This makes both teachers and learners feel 
uncomfortable. It may be best to select one teacher from each school, or 
one youth leader from each area, perhaps a younger person of the same 
sex as the learners, who feels comfortable talking intimately with 
adolescents and can remember and understand the confused feelings of 
young sexuality. 


TAUGHT NOT CAUGHT 


strategies for sex education 


the clarity collective 

A resource book 
developed by the 
Clarity Collective 
in Australia, and 
adapted for use in 
the UK. This 
book integrates 
AIDS education 
into an overall sex 
education strategy 


Some FPAs are organising short workshops to train teachers and youth 
leaders to teach young people about AIDS in the context of sex 
education. You might want to hold workshops for district education 
officers and youth organisers who could then hold similar workshops for 
one teacher from each school, or youth leader from each area. 


Clinic Services 
What clinic services do you offer to young unmarried people? 


To what extent are your present services likely to prevent the spread of 
HIV among adolescents? 
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| encourage and enable groups to share opinions 


| Surrounding sexuality and relationships. Sex , 
| education has often been associated with 
| Shame and embarrassment; playing this game 


a 


THE GRAPEVINE GAME | 


A sex education board game for 
young people 


The aim of this unique board game is to 


and gather information on the many issues 


can help to create a atmosphere within a group 

| in which individuals are free to ask questions, 

| admit fears and discuss more openly among 
themselves. 

| The game was originally devised by Grapevine 

workers and has been adapted and perfected 

_ through several years of use with groups of 

young people and adults. 


| Each game comes with a 16 page booklet of 
| teacher’s notes, which contains answers to 
questions and guidelines for discussion. It also 


| has a booklet and a list of useful agencies if 
| further information is required. 


| The game is suitable both for young people and 


_ adults and can be played with up to 12 players 
| or with as few as 2. 
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Do you think friends 
are honest with each 
other about their 

sexual experience? 


HAZARD! 


You tell your little 
brother that if he 
doesn’t stop 
masturbating he’ll go 
blind. 


Go back 3 


126 


Do you think people 
should be in love in 
order to have sex? 


HAZARD! 


There’s a phone-in 
on sex education on 
the Radio. Someone 
says sex education is 
a waste of time, it all 
comes naturally. 
You phone in and 
disagree. 


Go forward 4 


31 


What can happen if 
gonorrhoea is not 
treated? 


OPINION 


FINISH START 


Young people 


30 


What can people do to 
help keep their sexual 
organs healthy? 


on 
HAZARD! 


A girl at school 
thinks she’s 
pregnant. You tell 
her she can’t be 
because only 
married people can 
have babies. 


Go back 4 


29 


How can you catch a 
sexually transmitted 
disease? 


127 


Do you think people 
are ever put under 
pressure to have sex? 
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A leaflet produced by young people in the USA 


Haw ta pratect yourself. 


Its ak ta say na. But if 
youre gaing tahaue sex... 
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Haue Safer Sex- 


DONT SHOOT UP! 
OR 
DON'T SHARE NEEDLES 


AIDS 1S A \MIRUS THAT KILLS! 
WAYS OF GETTING AIDS: 


Anal-Sex in the behind | Anus! 

\laginal Sex through a 
woman's Privates 

Oral Sex through the mauth 
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UNBORN BABIES GET AIDS, TOO! 
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For more information call the 
AIDS HOTLINE 
1-718-485-8111 

Seven Days a Week 
9:00 AM to 9:00 PM 


N 
WAYS YOU CAN NOT 
GET AIDS: 


TOUCHING 
| AND HUGGING 


IM. 
DRUG 
UISE 


SHARING 
NEEDLES 


SHARING 
FOOD Or 
DRINKS 


SHAKING HANDS 
TOILET 
SEATS 


Young people 


How many unmarried and married young people of different ages use 
your services? If you see few adolescents, what is the reason? 


Do you offer counselling to adolescents who are thinking about 
becoming sexually active or who want contraception? Do you ask them 


to come with an older person? Do you guarantee confidentiality to 
minors? 


Do many sexually active young people use condoms and spermicides? If : 
not, why not? 


Where do they obtain condoms and spermicides if they want them? 


Do you supply condoms and spermicides to unmarried adolescents and 
demonstrate how to use them at your clinics or in the community? If not, 
why not? There will always be some unmarried adolescents who have sex 
in spite of the risks and perhaps the disapproval of their society. We can 
only protect these young people by making condoms and spermicides 
easily available in one way or the other. If your FPA cannot supply them 
at the clinic, you might want to explore other possibilities. For example, 
training pharmacists and travelling drug sellers to counsel young people 
and sell condoms. 


An African FPA offers leaflets about growing up to boys and girls who visit their 
clinics and sells cartoon strip stories about the sexual problems of young people, 
as well as counselling and contraceptives. 


One capital city has opened “Drop In” centres for homeless adolescents who are 


at high risk of HIV because of drug use, prostitution and unstable relationships, 
but who are not reached by any other care organisation. 


Some organisations run clinics which offer confidential counselling and 
contraceptives to young people. The workers always encourage young 
people to tell their parents and bring them along, and the counselling 
aims to help clients to explore their own feelings, values and options. 


Page 134 shows a leaflet distributed at one of these clinics, showing how 
to use condoms. 


Another project has opened centres where adolescents can 


drop in at 
any time for counselling and contraceptives. 


Reaching out-of-school young people 


sk of HIV are no longer in school or 


st at ri 
Perhaps the adolescents mo an by 


have never been to school. Your FPA may be able to reach th 
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training formal or informal youth leaders to hold small group discussions 
and/or offer counselling and condoms. 


In some countries, adolescents feel more comfortable learning about 
sexuality from other young people, either a member of their peer group 
or a person in their early twenties. 


The Grapevine Project in the UK trains young adults to be group leaders 
for discussions about sexuality and counsellors. A game is used to trigger 
discussion (see Page 145). This project was particularly successful in 
reaching adolescents who had rejected all authority figures, such as social 
workers and teachers. 


One African FPA helped a group of young people to put on a drama 
about STDs for other adolescents in the area. A South American family 
planning organisation involves adolescents in identifying their own 
needs, drama, puppet theatre and printed materials. Even hostile gangs 
of youths have become involved in the programme. 


A group of adolescents designed a leaflet explaining how to avoid AIDS 
for other young people (see Page 146). 


Reaching young people through traditional approaches 


In some societies children learn about sex and marriage during puberty 
rites or through instruction by an appropriate relative. In these situations 
your FPA may decide to educate these teachers as the most effective 
route for reaching young people with information about HIV and family 
planning. 


You could reinforce traditional sexual practices and rules which are HIV 
preventive, and together look for safer acceptable practices to replace 
risky ones. Societies might want to use traditional methods to pressure 
young people into practising safer sex. 


Helping adolescent wives and their husbands 


In some places girls marry at puberty and have no control over their 
sexuality. 


Your FPA might reach men (and mothers-in-law) with information 


which gives them a sense of responsibility for protecting their wives and 
future children from HIV. 
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_ Which young people do you reach? 


% 


Young people 


In India, a programme worked with groups of young harijans, giving 
them information about their reproductive health and linking them up 
with family planning and services. Strengthened by their collective 
activities, the women felt more able to discuss what they wanted with 
their husbands. 


AIDS education and sex education 


As was suggested at the start of the chapter, any approach to education 
about HIV and AIDS should ideally be firmly in the context of general 
education about sex. What are the "Ideal. Conditions" for education 
about AIDS, sex and personal relationships? How can teachers adapt 
their settings to achieve these conditions as much as possible? 


Setting the education environment 


Whether sex and AIDS is being taught at school or in the community, 
ideally you should: 


- Arrange groups of no more than 15 people sitting in a circle facing 
each other. If the group is larger than this, divide into smaller groups 
for discussion and sharing 


- Hold the sessions in a separate room or place where outsiders 
cannot listen or join in, otherwise adolescents will not feel safe to 
talk about private things 


- Find a teacher or leader who is known to the young people and with 
whom they feel free 


- The teacher should know the materials well and be prepared to 
answer any questions as frankly as possible. 


Establish the best approach to sex and AIDS education 


Adolescents need participatory learning methods which build on their 
own knowledge and experience and allow them to explore and discover 
their own values and options and make their own decisions. The 
examples given later in the Chapter use participatory learning methods. 
The approach which seems to work best in family life and sex education 
is one which: 


- Allows people time to explore and share their own feelings and 
attitudes in an informed, caring and responsible setting 


: Makes it clear that the group is talking about risky practices, not 
high risk groups and that no group should be discriminated against 
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because of their sexual orientation or ethnic group. Gay men in a 
long term monogamous relationship are at less risk of HIV than 
heterosexuals who have sex with many partners. Often our feelings 


about a particular sexual practice stop us from thinking clearly about 
it 


- Gives people a range of options so that they can make their own 
decisions i 


- Gives people enough information to understand what is safe and 
what is risky in personal relationships 


- Gives people an opportunity to look at the emotional, moral and 
practical implications of relationships and behaviour 


- Helps people to develop communication and assertion skills and 
increased self-esteem 


- Involves people actively in their own learning so that their needs and 
concerns are met. 
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Young people 


What should a curriculum include? 


Basic information 


Many children will already have heard about AIDS and will have 
anxieties about it. Adults may have refused to tell them the facts in detail. 


Teachers could ask children to complete the sentence: 


“My greatest fear about AIDS is ....” and then mix up the statements and 
call them out. The teacher then clears up any misconceptions and help 
people to discuss the issues. 


Children could also brainstorm and come up with all the ways they have 
heard that HIV can be caught, however crazy. The teacher can then help 
them to look at the truth of each suggestion. 


Teachers could adapt the ideas in Chapter 7 (pages 122-130) for young 
people as a basis for helping them understand HIV/AIDS. 


Children need to know that it’s hard to get infected with HIV. There are 
only two ways that adolescents can get infected, through sex and 
contaminated blood, and many, many ways that they cannot get infected. 


Your FPA might think about producing a small booklet for young people 
with the basic facts. 


How does HIV/AIDS affect me and my life? 

Young people need an opportunity to connect information about AIDS 
with their own lives. What does AIDS mean to them now and in the 
future? 

One useful approach for them develops in three stages: 

Stage 1. Current attitudes and behaviour 

The teacher helps the students to develop a coherent and honest picture 
of their own current sexual attitudes, expectations, experiences and 
behaviour. 


Small groups discuss questions such as: 


“How many sexual partners do you think people like you might have over 
the next five years?” and 
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“In what kind of relationships and circumstances do you think a person like 
you might have some experience of sex with another person?” and 


“Would you take the religious/traditional teaching of your society on sex as 
a personal ideal?” 


The teacher’s role is to help the students to describe their own position 
as clearly as possible to themselves and the class. 


Stage 2. The impact of AIDS (and other STDs) 


The teacher then explores with them the potential consequences of the 
infection with HIV or other STDs among young people. You might do 
some calculations here to show that if a person, for example, has sex with 
someone who has had three partners, each of whom had three partners, 
that person is in effect having sexual contact with 13 people. 


age ioe 


The importance of safe sexual behaviour becomes obvious and the 


students begin to see that they have an important responsibility for the 
future. 


Some students may be worried because of their own past behaviour. If 
most of their behaviours have been low risk at this tme, they can be 
reassured that if they maintain their low-risk behaviour they will remain 
unaffected by the virus. 


risk activities, for example, 


d in high 
Ppa etudep!s may. nave engree : have had blood transfusions. 


sexual intercourse, or drug use, or they may 
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Individual counselling should be provided for any student who believes 
him or her self to be at risk. 


Stage 3. Making decisions 


Students will now want to explore all the options for expressing their 
sexuality safely - whether they are heterosexual, homosexual or uncertain 
about their sexual orientation. It is important to allow students to explore 
the advantages and disadvantages of as wide a range of options as 
possible without preaching at them. Remember that some students may 
already have been at risk or may be concerned about relatives and 
friends. Make sure that everyone treats each other with respect and 
watch out for children who are upset or very withdrawn in the session. 


One way of getting the discussion going might be to have a series of cards 
with words such as 


remember that the more safe options young people have, the easier they 
will find it to avoid risky sex. 


Now make three big squares labelled "Safe", "Probably Safe" and "Risky". 
Ask the pupils to put the words into the relevant squares after a 
discussion. Give them more information as necessary. 


Now give each student a word and if they feel happy to talk about it, ask 
them what they feel and think about the word. What are the good and 
bad things about this practice for them? Invite the group to add their 
opinions and finally ask the person with the card to put it along a 
continuum of: 


If sexual behaviour among young people has changed markedly over the 
past generation or two, or between rural and urban adolescents, it may 
help students to discuss the reasons for this and the impact on young 
people’s lives. They may see that previous generations had Satisfying 
relationships without early intercourse and avoided many problems and 
that some of the pressures for young people to have sex come from its 
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commercialisation. Awareness of these facts ma 


free young people to 
make choices for themselves. : ne 


Choices for safe sex 


It will be difficult for some young people to change their practices, 
particularly if they find it difficult to make friends without sex or need 
the reassurante that they are desirable. The following are options that 
can be considered: 


Celibacy: Young people should not feel that they are abnormal, unsexy 
or unalive if they are not sexually active. One can feel very sexy indeed 
about a loved friend and get enormous pleasure from a relationship 
without having sex. It is also perfectly all right to have other passionate 
interests such as sport, music, or ideas which take up all one’s interest 
and energy. 


Monogamy: Monogamy can be fun and comfortable and make you feel 
secure as well as protecting you against HIV. In many societies it 
provides a better environment for rearing children and more financial 
Stability. Many young people suffer intensely when a partner is 
unfaithful and jealousy is a painful emotion. 


Sexual activities without penetration: There are many ways of caressing 
and being tender and loving without risk. Kissing, hugging, stroking, 
dancing etc are exciting and pleasurable, and may be more so than hasty 
intercourse. 


Sexual penetration using a condom and spermicide: Condoms give a lot 

of protection against STDs and HIV, but of course they do break 

sometimes. Condoms used for anal sex are more likely to break. The use 

of a spermicide containing nonoxynol 9 may help if condoms fail. The 

students need to make up their own minds from their experience of 

condoms whether they provide an acceptable level of protection, or 
whether they will choose to avoid penetrative sex altogether. 


The exercise in the next shaded box helps children to understand the 
need to protect themselves from HIV now if they are to achieve their 
future ambitions for marriage, children, and work. 


Generating concern rather than fear 


Young people also need to believe that they may be at risk e HIV 
infection themselves, that it does not only happen to other" people. 
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GUIDED FANTASY 


Guided fantasy is a technique which teachers might use to help children to 
answer questions and look at how AIDS may impinge on their lives. 


The teacher asks a group of 13 year old boys and girls to shut their eyes and 
imagine their lives in one year’s time. Who might they be living with, who will 
their friends be, might they have a special friend, how might they show their 
friendship/love? What will they do for recreation and pleasure? Might they try 
drugs or drink or smoking? How might AIDS enter their lives at this time, or the 
lives of their families, neighbours or friends? Will they know ayone who is HIV 
positive or has AIDS? 


The children are then asked to imagine their lives in 5 years time and answer the 

Same questions. They then look at themselves in their twenties. Might they be : 

married or have children? What work will they be doing? How might AIDS enter 

their lives at this time? 

Finally, ask them to imagine that they now have children of 13 years old. How 

_ might HIV/AIDS affect their lives? What kind of lifestyle would they hope for 
them, what fears of AIDS would they have for them? 


Bring the children back to the present and ask them to write down the questions, 
issues and problems which arise for them. The teacher then deals with the 
questions one by one. : : 


A video, entitled "Coming Soon......" helps adolescents to appreciate 
that boys and girls "just like us" can get AIDS (see Chapter 4, Page 73). 
In areas where some adolescents are HIV positive, they might be invited 
to meet groups of young people and share the experience. 


Much AIDS education for youth uses fear as the main motivation for 
changing behaviour. This is likely to have negative consequences for 
future relationships and to lead to denial. Also, it does not offer 
adolescents any safe way to express their sexuality, which, after all, is 
there and will not go away by will-power alone. 


Some people use the equation 
"sex = death" in an attempt to 
frighten adolescents into total 
abstinence 


Positive benefits from changed behaviour, such as feeling part of the 
group, or doing what an admired role model does, or being loving and 
protecting, or getting pleasure from other creative sexual activities, may 
provide more powerful reasons for changing behaviour. 


‘Young people 
All about bodies 


Adolescents need to know how their bodies work and what changes to 
expect at puberty. They need to feel good about their bodies and want 
to look after them. Whilst they need to explore what they find sexually 
exciting and pleasing and what is safe, it is important to help them put 
their pleasure in the context of what is responsible both for their partners 
and their society. They need to appreciate that there are acceptable and 
enjoyable sexual practices which do not involve putting the penis in the 
vagina or rectum. 


If they decide to have sex, they need to know how to use condoms and 
spermicides correctly. 


The pictures on Page 158 may help to make condoms more friendly and 
less distasteful for adolescents. 


Increasing self-esteem 
"You don’t just catch HIV, you let someone give it to you." 
Is this a helpful statement? 


Teachers can help pupils, particularly girls, to increase their self-esteem 
so that they see themselves as valuable people who can live a long and 
healthy life and have children. People with high self-esteem are more 
confident and able to demand what they want for themselves assertively. 


Low self-esteem can lead to people seeking many sexual partners. 
Unfortunately, having a reputation as being easily available for sex is not 
thought to be admirable in most groups: self-esteem is likely to be 
damaged even further. Page 160 shows a strip cartoon aimed at making 
girls feel strong and able to take care of themselves, which partly helps 
this problem. 


Communication and relationships 


Teachers can help young people to talk more easily about what they want 
sexually and what sort of relationship they want. Adolescents can do role 
plays to rehearse potentially embarrassing or difficult situations such as 
refusing intimate caresses or getting out condoms. 
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Modern condoms—sheaths, 
johnnies, rubbers—are. . . 


STRONG.... 


SAFE.... 


a good condom can keep out ‘ 
the AIDS virus (and herpes and 
other sorts of VD) as well as 
sperms. 


But only if it’s used all through 
sex and doesn’t get damaged! 


The AIDS virus can get right into 
your bloodstream through any 
bits of your skin that are soft and 
moist—or cut or sore. And 
sperms can swim a long way to 
Start a baby. 


.. AND SIMPLE 


Putting it on can be part of the 
fun—especially if your partner puts it 
on for you. But take care—sharp and 
bitten fingernails can tear the condom! 


. 
%. 
. 


= Hold the tip of the condom between 
( ( ox) finger and thumb to remove any air and 
unroll the rest all the way down the 
: i! “€: hardened penis. 
mls Hold the condom on when you pull 
UA Out—so nothing is spilt. 


Family Planning Sales Ltd. 


Gender roles 


Teachers can help young people to think about how male and female 
roles affect behaviour and risk of catching HIV. 


For example, boys (and men) may feel that they have to boast about 


having many girlfriends, and scorn condoms or sexual practices other 
than intercourse. 


Girls may find it difficult to carry condoms in case they are accused of 
being promiscuous. They may want to please boys and find it difficult to 
say "No" assertively and make decisions rather than letting things happen 
to them. They may have an over-romantic view of relationships and 
believe that "He’s a nice boy, he won't give me AIDS." 
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One of the posters on page 161 was used in New York to help girls to be 
more assertive. 


There is often a double standard within and outside marriage, that it is 
acceptable for a man to have many partners, but not for a woman. When 
abstinence is used for child spacing, wives may accept that their husbands 
have girl friends. Teachers can help girls to act more assertively and boys 
to see that it is’not necessary to have sex to prove their manhood. 


How to say "No!" 


Adolescents can brainstorm and list all the lines used by boys when they 
want to pressure a girl into having sex. The lines are put up around the 
room and the students choose a line and work in pairs to practise 
answering it assertively. They note down their responses and share 
particularly interesting lines with the whole group. 


The large group discusses issues such as how to communicate sexual 
needs and wants as equals, how to cope with rejection and the suggestion 
that one has HIV, sex roles, etc. 


Teachers can help students to think about how some women in their 
country are gaining more control over their own sexuality and fertility 
and the reasons why this is happening. 


In Burkina Faso, a theatre group put on a play for secondary schools which 
showed the methods that boys use to persuade girls to have sex with them and the 
negative consequences of this for the girls. In the discussion that followed, the 
boys were very angry that the play had exposed their seduction techniques to the 
girls. 

In Kenya, changing customs around bridewealth, new land and inheritance laws 
and collective economic activities by women’s groups make women more able to 
assert themselves in decisions about family size. 


Choices and decisions 


Young people need to explore their lifestyle options and the or 
which they are free to choose and make decisions for themselves. : 
range of options will vary for adolescents 1n different eee i 
teachers need to bring out and discuss the real options, not those oun 

in an idealised world or from a different culture. Some such options are 
seen in the following boxes. The young people could brainstorm ha 
come up with these options themselves, or the teacher could give them 
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Two posters from 
New York 


Young people 


A boy from secondary 
school 


A girl from a rural 
- Village 


who leaves school after 5 years might 
have these options: 


- to abstain from sex until she gets 
married to a man chosen by her 
parents and to remain faithful to him 


might have these options: 


- to have sex with only one girl who 
he later marries. 


- to have sex with a series of girls 
over a period of years until he feels _ 


if he has other in mature enough to marry. 
- to have serious sexual friendships : nal. 

with a series of boys until she has her © han ny jai 

el roads le mare 45 only meanwhile release sexual tension 
oe Z : by “masturbating. 
__ + to abstain from sex until she is . . 
oe | | - to avoid actual intercourse but to _ 
_ Bebe enough to marcy and enjoy himself with girls.in safe ways, 


/ meanwhile release sexual tension by : 
masturbating. : 


-to go to the city and look for work, . 

perhaps having sex with a man or 

men who will contribute to her 

income. f 
ert 


for example, kissing, stroking etc. 


- to have sex with anyone he fancies 
using condoms. 


a Story and ask them to rewrite it with different endings to bring out the 
options. 


The teacher could divide the adolescents into small groups and give each 
group one option to discuss and list the advantages and disadvantages of 
the option for self and (if relevant) partner, including the risk of AIDS. 
The groups report back to the large group. 


Then each person could make their own list of options and develop a list 
of advantages and disadvantages for themselves personally. 


Working together to prevent AIDS 


Community and peer groups will have to work together to prevent AIDS. 
Young people will need support from each other and from adults if they 
are to protect themselves from HIV. This might mean boys putting 
pressure on irresponsible friends to mend their ways or showing a friend 
how to put on a condom, or girls supporting each other in refusing 
unwanted sex or insisting on condoms "If it’s not On, it’s not on!". 


The class can perform a role play which helps them to think about some 
of the ways that a community might work together and some of the 
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ere they might face in making a plan to prevent the spread of 


Role Play 


Select 7 voluntgers to serve as members of a community organisation. They are 
meeting to make a plan for preventing HIV/AIDS which they are told is 
spreading, particularly among adolescents. 

Give each volunteer a role: 


1: You think that if we could convince adolescents not to have sex, a lot if the 
problem would go away. 


2: You don’t really believe that it’s a big problem, 


3: You think that it’s only prostitutes and loose women that cause the problem 
and they should be locked up. 


4: You are very concerned because you have seen a friend die of AIDS and you 
fear that you have HIV yourself. 


5.You are concerned about the problem, but as an important member of the 
local Catholic church you don’t want to appear in favour of sex education or 
condoms for unmarried young people. | 


6. You think that condoms should be supplied free at schools, clinics and market 
stalls for anyone who wants them because adolescents will certainly continue to 
have sex. | i oe 
7.You hope that lots of ideas will be brought up and discussed. You have thought 
about videos, puppet shows, adolescent counsellors and condom distributors in 
and out of school, training young teachers to do sex education, but you want the 

_ HIV plan to come from the group as a whole. You would like a decision on 
action today. _ | 
The rest of the group act as community observers who can contribute if asked. 
Continue the meeting until the class runs out of energy. Finalise the plan and ask 
each person to write down their personal contribution to its success. 


What resources will be needed and from where will they come? 
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Is education on safer sex and condoms enough? 


— 


CHAPTER 9 


DISCUSSION STARTERS 


These sections in the manual are intended as discussion starters. They 
raise major issues in HIV control which we will need to address before 
we can make any progress in slowing the spread of the epidemic. 


Poor understanding 


A young woman returns to her village from a neighbouring city. 
As she walks across the square people shout at her "AIDS! 
AIDS!" Her stepfather insists that she gets an AIDS test before 
she lives in the family home. The test is positive. 


A rural mother says that they should test everyone and separate 
those who are positive. If she herself is positive they should shoot 
her so that she doesn’t give AIDS to her husband and children. 


A group of politicians see a video showing a person dying of 
AIDS and make a policy that everyone should be tested and 
those carrying the virus should be locked up. 


Three schoolboys with haemophilia are HIV positive. Parents 
keep their children away from school and harrass the boys until 
they are forced to leave school. 


The colleagues of a woman whose husband has AIDS refuse to 
work with her. She is sacked. 


Aman is told that he has AIDS. His family tell the hospital to 
look after him and refuse to visit him. He is so angry an 
despairing that he sets out to infect as many people as he can. 


- What do you think about these situations? 

- Why do people react in these ways? 

- Will these reactions help to control the spread of AIDS? 
- What should the FPA’s role be in such situations? 
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Why such reactions? 
There are several reasons for these reactions. : 


Campaigns aimed at creating public awareness about AIDS used fear as 
the main motivation for change. 


The message was "AIDS is a deadly disease with horrible symptoms and 
no cure" and "Everyone is at risk, but some groups are at high risk". 


Although the campaigns did tell people that AIDS is only transmitted 
through sex and blood, the message was that "everyone is at risk". This 
may have contradicted the previous message for the many who were not 
engaging in any risk behaviour. 


* 


Some media gave the public incorrect information about AIDS: for 
example, that it is not safe to share cups. AIDS is a new disease and our 
understanding of it changes as more is found out. When people do not 
know much, they tend to be very cautious about what is safe, and so 
spread alarm. This reduces the credibility of the messages about what is 
safe and what is not safe. If people believe that HIV is contagious (ie, 
can be infectious through bodily contact) they will not believe that they 
can protect themselves from HIV by adopting safe sex, they will be afraid 
to live and work with people carrying the virus and they will want to 
isolate and punish those labelled "high risk". Usually the less powerful, 
disadvantaged groups are harrassed, abused and discriminated against 
most. For example, poor prostitutes and homosexuals rather than rich 
businessmen and civil servants. 


These reactions will make it more difficult to control the spread of AIDS. 
As a result: 


- _ People who suspect or know that they have HIV will be afraid to 
talk about it with their partners or health care workers. They will 
not adopt safe sex in case people suspect that they have the virus. 


- People with HIV or AIDS will feel more angry and depressed if they 
are rejected. They will be less likely to be concerned about 
protecting others and will not have the support necessary to make 
difficult changes in their lives. They may get too drunk to practise 
safe sex or they may deliberately infect others. 


- People will not think it worthwhile to adopt safe sex if they believe 
that HIV can be caught in many other ways which they cannot 
control. 


- People look for ways to deny that AIDS is a personal problem for 
their own lives. They can do this more easily if they are told that it 
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is mostly found in certain groups, particularly if these groups have 
low status in society. 


How can FPA workers help? 


How can FPA workers help people to avoid these negative reactions? 
% 


1. Reduce anxiety by emphasising that many virus carriers will live 
healthy lives for many years, especially if they take care not to get 
reinfected. Point out that AIDS is no worse than many other diseases — 
and accidents that people risk everyday and with which they manage to 
cope. 


2. Help people to understand that they can protect themselves from 
HIV much more easily than they can protect themselves from diseases 
such as meningitis. 


How can you convince people that HIV is only passed from one 
person to another through sex, blood and from mother to child? 
That there is no risk in living and working with an HIV carner? 


This is a crucial part of AIDS education and one of the most difficult. 
Health education needs to be built on an understanding of ideas about 
the cause of disease. These ideas often come from a mixture of local 
culture and scientific germ theory learned in school or from the health 
service. Many cultures see disease as a punishment for wrongdoing 
which makes it easy for people to blame prostitutes and homosexuals. 
People tend to remember all the different routes that germs use to 
invade the body, but not that each germ and disease has its own specific 
route. 


- Give a clear explanation of how HIV is and is not transmitted using 
appropriate pictures or stories. 


- Present local statistics graphically to show that it is only the sexually 
active age groups and young infants who catch HIV. 


- Show that it is safe to work with and touch people with HIV and 
AIDS by your own example. Work with HIV carriers as health 
educators or group leaders so that people get to know i aa 
realise that they still live active, useful lives, accepted by the FPA. 


- Show videos and drama about healthy families living 
supporting people with HIV and AIDS. 


with and 


3. Talk about risky behaviour rather than saying that everyone is at risk 
or talking about high risk groups. If a person does not do anything risky, 


they are not at risk. That’s all. 
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AIDS and power 


Homeless children survive from day to day doing whatever Jobs 
they can find. Many boys and girls resort to prostitution to make 

ends meet. 

Unemployed people living in slums inject drugs using shared 
needles. 


Prostitutes and drug users sell their blood to private hospitals 
who don’t screen it because of the cost. 


Migrant workers live away from their wives for ten months of 
the year in overcrowded hostels. 


A rural clinic does not have enough syringes to sterilise them 
each time nor gloves for deliveries. . 


Poorer streetwalker prostitutes are ten times more likely to 
become HIV positive than richer escort girls. 


The global economic recession makes it impossible for some 
elderly traders to earn enough to feed their dependants. They 
start to take in elderly clients. 


Because of inflation, the real value of a clerk’s salary falls so 
low that it buys the staple food only for one week of the month. 
Clerks start going to the beer bars in the evenings looking for 
customers. 


An Afncan businessman travels to Europe to get treatment for 
AIDS because none is available in his own country. 


Darkness falls at six in the village and there is no entertainment 
for the young people. Many boys and girls start to play sex by the 
age of fourteen. 


- What is the effect of these situations on the spread of HIV? 
- Why do these situations arise? 


- What needs to be done to prevent the transmission of HIV in each 
case? 


- What might the role of the FPA be in such situations? 


The way that the AIDS epidemic has spread and will spread in the future 
around the world will depend above all else on relationships between 
individuals, groups and nations. Social and economic power is a crucial 
factor in these relationships. The fact that some individuals, groups and 
nations are poor and powerless in relation to others who control wealth 
and knowledge will make it very difficult to prevent the spread of HIV. 
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FPAs are in a particularly good position to address relationships 
between men and women in their Women and Development and Male 
Motivation programmes. 


Male Motivation/Women and Development 


"T ama poor farmer and one day a richer man will start flirting 
with my wife. Soon she will keep going to the city because ‘she 
has to buy some things’ and then one moming I shall wake up 
sick and it will be AIDS." 


"Our men cannot stay with one woman. They need to take 
palmnut soup one day and groundnut soup the next. And they 
refuse to use condoms. In fact we are sitting here waiting to die." 


A schoolgirl waits outside the gate for her middle-aged business 
man to pick her up in his Benz. When she gets back she will 
have some money and a nice pair of shoes. 


A woman farmer has no work over the dry season and the 
harvest was poor. She goes to the city to earn some cash over 
this lean period. 


A man divorces his wife and she has no skills with which to earn 
an income. She waits by the road one wet night looking for some 
cash to buy supper for her children. A man offers her money, 
but only if they don’t use a condom. In spite of her fear she 
agrees. 

A woman asks for a diaphragm at the FPA clinic. The only one 
in her size had a hole in it. There are none in the town and the 
distressed woman returns, asking for the one with the hole. The 
nurse asks her why she is so anxious and she admits that her 
husband is returning from a neighbouring country and she is 
terrified that he will give her AIDS. 


- Who isat risk in these situations? Why do the men and the women 
behave as they do? 


- What choices do the men and the women have in each case for 
protecting themselves from HIV? What is needed to increase their 


choices? 
- What roles might the FPAs play in all this? 


Attitudes 


HIV is a new virus and scientists and doctors are still learning about i: 
natural history as time goes on. It is difficult for us to evaluate ae bai : 
of all the research that is being published even if we can get hold of 1 
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Working with prostitution 


One African FPA is planning a programme with the Ministry of Health to 
increase awareness of risks and choices for men, women and young people. It 
contains the following ideas: 


1. Prostitutes are informed about AIDS, counselled and offered the HIV test. 
They are assured that if they are positive they will be cared for and helped to find 
alternative sources of income. 


2. Prostitutes are given enough free condoms for use with every client. They are 
given regular checkups and asked to report to the programme doctor if they have 
any health problems. 


3. Leaders of the prostitutes are being educated to teach their colleagues about 
the dangers and signs of AIDS and distribute condoms and spermicides. 


4. Prostitutes will be able to get credit from a revolving loan fund to start 
alternative occupations. They plan to do trading in commodities such as towels 
and plastic shoes which do not involve any eating or drinking. As oné woman 
said: "We want to get out of this dirty job of selling our bodies. Even if the profit 
is small, we will be happy to do anything. You think we are joking?" The FPA will 
link up with the National Council for Women and Development to benefit from __ 
their experience in women’s income generating projects and broaden the base of 
the programme.  . | 

5. Through the male motivation programme, the FPA will inform men about 
AIDS and ask them to think about why women become prostitutes and why men 
go to them, and the implications of this trade for AIDS. They can then decide 
whether to stop going to prostitutes, or to pay a regular one enough that she has 
no need to go to others, and always to use condoms. 


6. Through FLE young people will look at whether their own behaviour puts 
them at risk of AIDS and explore their values and choices. For example, if girls 
are having sex for clothes and earrings, what are the costs and benefits of this 
behaviour? What are the employment opportunities for girls and boys and what 
are the advantages and disadvantages of each option? Why do young people go 
into prostitution and what is the reality of life as a prostitute? How can young 
people increase their chances of earning a living without risking their lives as 
prostitutes? 


read. Also, results are very variable and people interpret them according 
to their own perceptions of the world and what they think it will be good 
for them to know. 


The following is an imagined set of statements by two people, called A 
and B. They take very different attitudes to HIV and people with AIDS. 


Which view do you take? If people have different views you might 
debate the points further and try to come to some agreement. 


What evidence might the view be based on? What attitudes or 


motivations might make the person interpret the evidence in that 
particular way? 
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. £ a, a 
What might be the positive and negative results of putting A and 
B’s view to the public? To an HIV carrier? Should health workers 
Say different things to different clients? 


A: “It is now thought that everyone carrying HIV will finally develop 
AIDS. Even if the carrier has no Symptoms, the HIV will be slowly 
damaging the brain and nervous system, finally producing something 
like senile dethentia. Once a person develops AIDS they will certainly 
be dead within 3 years”. 


B: “You are carrying HIV, but this does not mean that you are certain 
to develop AIDS in future and die. At present, only 2 per cent of people 
who carry the virus develop AIDS as each year goes by, so you may well 
die of old age before you die of AIDS! Also by the time you get symptoms 
there may well be a cure. Even if you get AIDS, you can enjoy life for 
several years if you take care of yourself. I know a businessman who has 
had AIDS for seven years and is still travelling with his work and enjoying 
life”. 


A: “Using condoms to protect yourself from HIV is like playing Russian 
roulette. Will it break this time? One faithful partner for life is the only 
way to be safe.” 


B: “If you use a condom lubricated with a spermicide containing 
nonoxynol 9, even if it breaks you have a good chance of being safe. Also 
there are many other safe ways that you can enjoy yourself sexually 
without getting into contact with blood, sperm or vaginal fluids”. 


A. “50 per cent of HIV carriers give birth to infected babies who die 
within the first two years”. 


B. “In one study only 6 per cent of babies born to HIV-positive mothers 
had developed symptoms of HIV infection after three and a half years 
and none of them had AIDS”. 


A: “HIV will move rapidly from the groups who were first infected into 
the general population over the next five years. Some countries may lose 
a third of their working population leaving orphans, old people and 
hunger. In some African countries over half of the workers are carrying 


the virus”. 


B: What do you mean by ‘general population’? You are paving the #4 
for blame and prejudice if you try to suggest that some groups are vite e 
of a ‘general population’. Of course, anyone can be at risk - but it 1s ina 
the virus and not from groups. As for predicting the future course a 

infection, we are working to prevent the further transmission of the 


virus, and we know that this can be done. 
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AIDS ... A Re-Run of the Syphilis Story 


prejudices. 


The following is a considerably shortened and paraphrased translation from an 
article in Le Monde of Thursday, 16th July 1987, that illustrates such 


interactions. 


By Jean-Noel Jeanneney 


I is well-known that syphilis was already becoming less 
common by the end of the century, partly as a result of im- 
proved hygiene.In 1907, only about 2.2% of deaths were 
attributed to syphilis in Parisian hospitals. 

However, in the years following 1880, syphilis took the 
interest of the medical profession at meetings to the extent 
of becoming an obsession. This obsession was taken up by 
the press, and translated, in the 1890s, into a general 
public anxiety. The medical world seemed very willing to 
nurture this collective anxiety, which soon spread to 
popular literature and stage plays. 

Thus, in 1902, some specialists were demanding the 
creation of "Syphilis Museums" in the large towns, to show 
everyone the ravages caused by the illness.In an article 
devoted to prostitution in Lille, Dr. Patoir said in 1902 
that he was convinced that "the spread of syphilis to all 
human species is now unavoidable", and he added: “in 
certain districts of Russia, this total spread of syphilis has 
already occurred." 

This obsession about syphilis led to irrational beliefs in 
the most improbable forms of transmission.Anyone 
looking at the fantasies currently carried in the press 
about the transmission of AIDS will 
find themselves on familiar ground 
when looking at the statements of 
medical authorities around 1900 with 
respect to "syphilis of the 
innocents".Such innocents were 
deemed to be wet-nurses, midwives, glass-blowers, 
musicians, and even packers who kept nails in their 
mouths. "The writers about syphilis" writes Alain Corbin, 
‘leased themselves by enumerating the totality of objects 
which could possibly contaminate even the most careful of 
individuals: swimming pools, or badly cleaned baths; 
lavatory seats; razors; pens, pencils or paintbrushes held in 


Page 172 


( The range of present attitudes to AIDS is very similar to the range of attitudes 
held about syphilis from the 1880s right up to the 1940s when penicillin became 
available. These attitudes demonstrate very clearly how scientists, the public, — 
the media and politicians can interact to produce a collective emotional hysteria 
that is unwarranted by the facts surrounding the disease. As is shown by the 
Story of syphilis, such emotions can result in the release of racist and class 


Even stamps were cited 
as a possible form of 


transmission 
ccc crc c 


the mouth; hearing homs; pipes, cigarette-holders, cigar 
cutters, stamps, knives and forks, the coins which 
conductors on trams held between their lips, theatre glasses, 
bedding, household washing, crucifixes kissed during Friday 
masses - without forgetting a whole range of movements and 
gestures capable of transmitting the illness: kisses in the 
sacristy on the day of marriage, handshakes and above all 
the touches, and caresses which young lovers normally 
share." For good measure, Professor Alfred Fournier 
described gravely the case of one "young girl marked by a 
chancre after being kissed on the forehead’. 

The subject soon degenerated as everyday gossip was 
seriously taken up in scientific discussion.Morals and 
medicine were declared inseparable, and doctors began 
making moralising statements about chastity, the return 
to the "golden age", and the need to stick to only one 
woman. 


No Pleasure without Risk 


Aliso familiar to our ears, following logically from this 
confusion of medical anxiety and moral prescriptions, is 
the debate that developed over the distribution of con- 
doms. Today we are aware of the careful reactions of the 
Catholic Church, in response to the propaganda for the 
use of condoms as the only effective 
protection against AIDS: the hier- 
archy is anxious that this publicity 
and the easy access to condoms 
should not encourage the violation of 
fundamental precepts of faith with respect to chastity out- 
side of marriage. This worry was mirrored at the start of 
the century. Before 1914, the government of France 
agreed by a majority vote to stop all publicity on condoms. 
Worries about safety yielded to moral preoccupations: at 
the International Society for Prevention, Professor Bur- 
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lureaux, affirmed rather 
pompously, "Our society 
of hygienic and moral 
prophylaxis cannot, and 
must not, interest itself in 


idea that civilisation and 
travels have by 
themselves allowed the 
extension of the 
scourge, against which 


Lets say a child 
with AID 


Supposing a rabid d 
brtes a person with AIDS 
and then straight away 
bites another person 
with the blood still 


artificial means of pro- ' 2 Awret i the closed life of rural 
Rectal Wie to hence on its teeth? aay hy if : you Ve only had families in other times 
firstly, none of these his “finger and bled SIX Plms and, I've | Was a protection. This 
means is morally sanc- on the lettuce and ‘hen had ten and a illusion of a "Golden 


\ whiskey! Haha--/ Age" is so often part of a 
right-wing political 


mythology deliberately 


tioned; secondly, for rea- 
sons of decency rather 
than prudery; finally, be- 


cause the lower ranks of 
industry will not miss the 
opportunity of transfor- 
ming our approval into 
profitable advertising for 
such an unmentionable 
business". 

It is only a small step 


or mine? 


fostered for 
conservative purposes. 

Let us broaden the 
view a little: the 
exploitation of fear is 
put in the service of an 
ideology of 
degeneration, of the 
decadence of the race. 


e : The notion of hereditary 
efore one reaches a Petra Rohr-Rouendaal syphilis, which 
deeper conviction that flourished in those early 


is often concealed, and only occasionally candidly 
expressed: that is a strong feeling amongst many that there 
is no true pleasure without risk. In one recent French 
novel, the main character says before dying: "Nature does 
not support complete freedom. Anything which attempts too 
much freedom should be exterminated 
by some organism". 

Luckily, the nature of syphilis did 
not give people the opportunity of 
linking it with homosexuality - unlike 
the case of AIDS, which appeared pamphlets suggested that France 
clearly to the extreme right (in had become a country full of 
particular in the United States) as a divine punishment. | degenerates not only because of Jews, but also because of 
"God did not create Adam and Steve", is one of the popular syphilis. 
messages in the USA. But any such link must be So, the "moral" dangers of AIDS?... These examples of 


years and whose spread was considerably helped by 
certain obsessional doctors, ended by attributing to this 
scourge all malformations and all monstrosities. 

These notions gradually developed, again for political 
purposes, into the notion of democracies corrupted by 


disease. In 1942, at the time of the 
Around 1900, a large German occupation of France, and 
part of the literature 


hence at a time when the powers 
devoted to syphilis was wanted to spread anti-semitism, one 
very racist 


of a popular series of French 


superficial. The anxiety about venereal disease at the start 
of the century led to the denial of the individuality, or 


freedom, of other people.This was 
clearly a manifestation of fear.In 
the same way, people nowadays 
have often searched for some 
scapegoat by talking of the 
possibility of an African origin for 
AIDS. Similarly, around 1900, a 
large part of the literature devoted 
to syphilis was very 
racist. Further along this 
dreadful path was the 


how people reacted to syphilis should warn us that we may 


be imposing many of our own 
political and moralistic judgements 
on those who suffer with AIDS.It 
should be otherwise.We have 
scientific information that should 
be better-balanced than before, and 
free of the rubbish often spoken by 
sensationalists.And yet, is the 
danger of deliberately 
obscuring the truth really 
so far from our own 
approach today? 
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This glossary is based on the glossary first produced by the AIDS 
Education Unit of the New South Wales Health Department in 
Australia. It is designed to be an example only, and needs to be 
modified to serve local needs, audiences and language. 


In this glossary, there are words readers may find repellent or 
offensive. Often the words are very culture-specific. However, the 

_ words are not included to cause offense, but merely to explain terms 
the reader may come across when dealing with the-subject of AIDS. 
In any event, it has been stated that the need is to modify the 
glossary for local use. It is presumed that those who adapt will also 
screen for unacceptable language locally. 


When words in the text are put in capitals (upper case), it means that the 
word in question can be looked up elsewhere in the glossary. 


AIDS The initials of A.I.D.S., which stands for Acquired 
Immune Deficiency Syndrome. (See STAGES). A 
group of symptoms and signs caused by the Human 
Immuno-deficiency Virus (HIV). 


AIDS RELATED A term for the combination of various early signs 

COMPLEX (ARC) and symptoms experienced by people with HIV 
infection. Some of the more common symptoms are 
recurrent fever, night sweats, unexplained weight 
loss greater than 10 per cent of body weight, 
persistent swelling of the lymph glands in the groin 
and other areas, chronic (long-lasting) diarrhoea, 
persistent oral infections. 


AIDS TEST Mostly refers to one of the HIV antibody tests. A 
laboratory test done on a small sample of blood to 
detect the presence or absence of antibodies to HIV. 
The presence of antibodies indicates that a person 
has been exposed to the virus. Now in place in many 
blood banks in the world to screen donated blood. 
Other types of test are available, but only in a few 
centres (POLYMERASE CHAIN REACTION). 
The rates of FALSE POSITIVES and FALSE 
NEGATIVES should be known. (Page 42). 
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ANAL 
INTERCOURSE 


ANTIBODIES 


ANTIBODY 
POSITIVE 


ANTIBODY TEST 


ANTIGEN 


ANTIGEN TEST 


_ Glossary 


The sexual activity which involves the penis 
penetrating the ANUS (back passage). 


Substances produced by WHITE BLOOD CELLS 
(see LYMPHOCYTES, T4 HELPER CELLS) in 
response to ANTIGENS. They fight off bacteria, 
viruses, fungi and substances that are dangerous for 
the body, or cause illness. HIV antibodies produced 
by the body appear to be mostly ineffective in 
neutralising the virus. These antibodies serve as 
markers for the presence of, or exposure to, HIV. 


Means that the AIDS TEST has indicated the 
presence of ANTIBODIES. If the test is truly 
positive, then it means the person has been exposed 
to HIV (see TRANSMISSION) and that their 
immune system has developed antibodies to it. Most 
people develop antibodies to HIV between two and 
three months after infection with HIV, but some 
take over three years to develop antibodies. The 
person may look and feel perfectly well, but is 
potentially infectious to other people. The test may 
be a FALSE POSITIVE, in which case the person 
does not really have antibodies. If they do not have 
antibodies to HIV it can mean one of three things: 


- that the person is not infected 


- that the person has recently been infected but has 
not produced antibodies 


- that the person was infected some time ago, but iS 
no longer producing antibody. 


See AIDS TEST 


Any substance that the body regards as foreign and 
against which it produces an ANTIBODY. Viruses, 
bacteria, fungi and some chemical particles can be 
regarded by the body as antigens. 


Laboratory test done on a sample of a person’s 
blood to detect the presence of parts of the HIV 
itself. This test can indicate infection with the virus 
earlier than an ANTIBODY TEST. At present, an 
antigen test is not quite as sensitive or accurate as 
the HIV antibody test. This is partly because the mf 
virus is only present in minute amounts compared to 
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ANUS 
ARC 


AZIDOTHYMIDINE 
(AZT) 


AZT 


B CELL 


BACTERIA 


BISEXUAL 


CANDIDA 
ALBICANS 
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antibodies. In addition, the virus cannot be found 
with this method during many of the STAGES of 
infection. A more sensitive test developed recently 
(but with a high rate of false positives) is the 
POLYMERASE CHAIN REACTION test. 


The external opening of the bowel. 
See AIDS RELATED COMPLEX 


Also known as zidovudine, retrovir, or 3’-azido- 3’- 
deoxy- thymidine. This drug interferes with one of 
the HIV enzymes (reverse transcriptase) responsible 
for replication of the virus. The virus cannot multiply 
SO quickly, and so damage by the virus to the 
IMMUNE SYSTEM is slowed down. Side effects of 
the drug include severe anaemia. The long-term 
effects are not known. Currently it is only used for 
some of the people who have already developed 
AIDS, since its side effects are so bad, and its use 
requires skilled medical supervision. Current cost of 
a course of AZT for one person over one year is 
about US$10,000. 


An abbreviation for the dug AZIDOTHYMIDINE. 


A LYMPHOCYTE which matures in the bone 
marrow (hence B-cell), and produces ANTIBODIES. 


Often called germs (germinative organisms, a term 
that may also include viruses, fungi and protozoa), 
these are single-cell organisms, visible only under a 
microscope. Many can usually be treated with 
antibiotics. Many bacteria live harmlessly in the 
body. When the IMMUNE system is weakened (as 
when attacked by HIV), some of these harmless 
bacteria are no longer kept in check, and can cause 
disease. 


People who engage in sexual activities with people of 
both sexes. In many countries men sometimes 
engage in sexual activities with other men as a 
normal part of their sex lives without thinking of 
themselves as bisexual, homosexual or heterosexual. 


See MONILIA 


CARRIER 


CDC 


CELIBACY 


CO-FACTORS 


CMV 


COITUS 


CONDOM 


CONTACT 
TRACING 


COPULATION 


COUNSELLING 


A person who appears well but is capable of 
transmitting an infection to another person. Carriers 
have no outward signs or symptoms of the disease 
they are carrying. It also has the meaning that a 
person 1s merely "carrying" an organism, without 
ever being infected by it. This happens with 
organisms such as typhoid, cholera and 
staphylococci. The term is not so useful with HIV 
because it is suspected that most people who have 
the virus are in fact harmed by it. It is not known 
how many people will not progress to develop AIDS. 
The other problem with the term is that it can be 
used as an "accusation". 


The Centres for Disease Control. The US Public 
Health Service’s main monitoring and information 
centre for infectious diseases. Located in Atlanta, 
Georgia. 


Abstinence from PENETRATIVE sexual 
intercourse. 


Factors which may be present, and which may 
increase the probability of the development or 
progression of the disease in question. 


See CYTOMEGALOVIRUS. 


One of the terms used for penetrative sexual 
intercourse. Important to use terms really used by 
groups involved in programmes. In English, some 
common terms are : making love, having sex, 
sleeping together, fucking. 


Also known as sheaths or rubbers, and a huge variety 
of local terms. 


Finding and talking to the partners of people who 
have been diagnosed as having a SEXUALLY 
TRANSMISSIBLE DISEASE (STD). Since many 
STDs have no symptoms, contacts may be unaware 
of an infection but may need treatment. They may 
agree to testing to see if they also have an infection. 


see COITUS 


The art of helping a person to think through a 
problem. 
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CRYPTOCOCCAL 


MENINGITIS 
CRYPTO- 


SPORIDIUM 


CYTOMEGALO- 
VIRUS 


DNA 


ELISA 


EPIDEMIOLOGY 


EPITHELIUM 


FACTOR Vil 


FALSE 
NEGATIVES 
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OPPORTUNISTIC INFECTION of the surface 
linings of the brain by an organism called 
cryptococcus. 


Organism causing an OPPORTUNISTIC 
INFECTION of the gut, resulting in long-lasting 
diarrhoea. Very difficult to treat. Used by doctors 
as a marker of AIDS if diagnosed. 


A common virus, causing OPPORTUNISTIC 
INFECTION of various parts of the body in people 
with AIDS. It may also be a co-factor in the 
development of AIDS. 


Deoxy-ribo-nucleic acid. The nuclear protein of cells 
that forms part of the chromosomes. Genetic 
material. The chemical in cells that is responsible for 
"remembering" all the structures and functions of a 
cell, and for maintaining that memory in all future 
generations of cells. When a cell divides, the DNA 
divides and identical portions are transmitted to both 
cells. HIV becomes part of the DNA of white blood 
cells, and so is transmitted to all progeny of those 
cells. Viral DNA is detected in the POLYMERASE 
CHAIN REACTION test. 


Short for Enzyme-Linked Immuno-Sorbent Assay. 
This is a type of test used to find antibodies made to 
many organisms, including HIV. 


The study of how disease is distributed in population 
groups, and of the factors which influence its 
distribution. 


The cell lining of the surfaces of several parts of the 
body - notably the gut, the lungs and airways, and the 
genital tracts. 


The factor in the blood which is essential to clotting. 
People with HAEMOPHILIA have a deficiency of 
Factor VIII. People with severe haemophilia require 
frequent Factor VIII replacement with specially 
prepared blood products from blood donors. 


Refers to the problem of a test failing to detect 
antibodies to HIV when the person really does have 
antibodies. This is very rare indeed. However, a 
person who has been infected may test negative 


FALSE 
POSITIVES 


FISTING 


FIT 


FPA 


GAY 


GPA 


HAEMOPHILIA 


HAIRY ORAL 
LEUKOPLAKIA 


because they have not yet developed antibodies, or 
they are in a late stage of infection when they can no 
longer produce antibodies. In such cases, a test 
would not detect antibodies (because there are 


none), and an infected person would wrongly be 
labelled as "HIV-negative", 


Refers to the problem of a test indicating the 
presence of antibodies to HIV, when in fact the 
person does not have antibodies. In such cases, the 
person may therefore be labelled as being infected 
with HIV, even though they may not be. Although 
the rate of false positives is quite low nowadays 
(about 1 in every 5,000 tests), when very few people 
are infected with HIV, a large number of people will 
be found to be falsely positive for every case that is 
really positive. See ANTIBODY POSITIVE. 


Sexual practise in which the hand or forearm is 
inserted into the RECTUM or vagina. 


Needle and syringe used to inject a drug 
intravenously. This is one of the terms used by 
"users' themselves in Europe and the USA. 


Family Planning Association 


HOMOSEXUALS preferred to be referred to as gay 
men and women as a positive expression of their 
sexual orientation. This is because the term 
"homosexual" has been used in a negative way by 
those who disapprove of homosexuality. 


Global Programme on AIDS. The WHO division 
responsible for AIDS-related matters. 


An inherited condition which mainly affects men. 
The condition involves a reduced capacity for the 
blood to clot due to a deficiency of FACT OR VIII. 
Consequently, an otherwise minor accident can be 
dangerous because the person continues to bleed. 
Most bleeding occurs internally. 


A fungal OPPORTUNISTIC INFECTION of the 
tongue which is often used by doctors as a significant 
indication that a person has AIDS. 
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There are several types of Hepatitis virus which can 
cause disease in humans. Infection with any hepatitis 
virus can result in mild illness that is often 
undetectable - especially in young children: 
However, more severe forms of illness, even death, 
may result in some cases (mostly in adults). Chronic 
(long lasting) infection with hepatitis B virus also 
exposes the individual to a higher risk of developing 
liver cancer. 


The three main types of hepatitis virus are 
transmitted differently: 


- Type A through the faecal-oral route 


- Type B through blood and blood products, and the 
use of needles and syringes that have infected blood. 
It is thought that it may also be transmitted through 
sexual intercourse by the introduction of infected 
seminal fluids. 


- Non-A non-B through infected blood and blood 
products. 


There are two major types of Herpes Simplex virus 
(Types I and II) in humans. Herpes Simplex I can 
cause cold sores, and, occasionally, encephalitis. 
Herpes Simplex 2 is sexually transmitted and causes 
genital Herpes. Genital Herpes is a common 
opportunistic infection in people with AIDS. 


Herpes Zoster is another type of Herpes virus. It 
causes Shingles, especially during times of poor 
immunity. It occurs as another opportunistic 
infection in people with AIDS. 


Persons who are sexually attracted to members of 
the opposite sex and, if they have sex, do so 
exclusively with an opposite-sex partner. 


Abbreviation for Human Immuno-deficiency Virus, 
the virus that can lead to AIDS. Previously known 
by a variety of names such as LAV, and HTLV III. 


Strictly, this should mean that a person has been 
infected with HIV. However, common usage applies 
this to people who have been found to have 
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antibodies to HIV, and are therefore presumed to be 
infected with HIV. 


People who are Sexually attracted towards members 
of their own sex, and, if they have sex, do so with a 
partner of the same sex. In English, a common term 
for homosexiual is GAY. Note BISEXUALS. 


see HIV 
Information, Education & Communication 


When a person’s immune system cannot 
satisfactorily protect the body, resulting in an 
increased susceptibility to various infections. 


Occurs when the ability of a person to resist or 
overcome infection has been severely reduced due 
to drug treatment, diseases, or frequent infections. 


The body’s defence system against attack by 
bacteria, viruses, harmful food substances, and some 
proteins. It consists of cells which, among other 
things, produce ANTIBODIES. Antibodies can 
recognise materials as foreign to the body, and then 
attempt to neutralise them without injury to the 
person’s cells. 


The number of new cases in a survey population 
reported over a specified period of time. 


A person is infectious when they have been infected 
with a PATHOGEN like HIV, and are capable of 


transmitting that pathogen to another person. In all 


STAGES of HIV infection a person is considered 
infectious for life. 


The time between infection by a disease-causing 
organism’and the onset of the signs and symptoms of 
the disease. 


Intra-venous needles. Needles used to inject drugs 
into the blood stream. They are inserted into veins. 


Intra-venous drug user. 


A rare cancer: a tumour of the walls of blood vessels. 
It also affects the linings of internal organs. It 
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usually appears as pink to purple painless spots on 
the skin. It is one of the OPPORTUNISTIC 
INFECTIONS (it is thought to be caused by a virus) 
to which people with AIDS are prone. 


See KAPOSI’S SARCOMA 
see HIV 


These are small glands, or nodes, in the body which 
contain large numbers of WHITE BLOOD CELLS. 
Agents of infection are channelled into the lymph 
system, and so forced to meet the white blood cells 
in the lymph glands. Infections cause swelling of 
these glands. N 
This refers to swelling of lymph glands, or nodes. 
Swollen, firm and possibly tender LYMPH NODES 
are commonly found in the groin, armpits and neck. 
The cause may range from an acute (short-lasting) 
infection like flu, to lymphoma (cancer of the lymph 
nodes). HIV infection commonly causes 
lymphadenopathy. 


A class of WHITE BLOOD CELL responsible for 
regulation of the IMMUNE SYSTEM. Divided into 
B CELLS (which produce antibodies) and TCELLS 
(which destroy organisms or infected cells). 


Sexual gratification by the stimulation of one’s own 
genitals. Mutual masturbation involves stimulating 
another person’s genitals. 


A fungal infection, also known as Thrush or Candida 
Albicans. The organism commonly lives in moist 
parts of the body like the RECTUM and vagina. 
Certain conditions such as pregnancy, use of oral 
contraceptives or antibiotics, and stress, may alter 
the environment in which monilia lives and allow the 
fungus to multiply. The most common symptom is a 
white creamy discharge which can cause severe 
itchiness. Children, especially small babies, are 
prone to monilia infection in the mouth. People 
with AIDS and other IMMUNE-SUPPRESSED 
people commonly have monilia. 


Where the two people in that relationship confine 
their sexual activity to that relationship exclusively, 
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N ational Advisory Committee, or National AIDS 
Committee. 


Some people who have been infected with HIV 
develop symptoms indicating deterioration of mental 
faculties, eg dementia, memory loss, erratic 
emotional states. Neurological damage can also 
cause deterioration in physical coordination. People 
with these symptoms may not always have other 
symptoms of HIV infection and do not easily fit into 
the STAGES described for the progression of HIV 
infection. 


Infections that are caused by organisms to which the 
body is normally immune. When the immune 
system is depressed or destroyed, as in AIDS, 
opportunistic infections can take hold. The cancers 
common in AIDS may be caused by viruses. 


A sexual activity which involves the mouth making 
contact with another person’s genitals or anus. The 
contact may include kissing, sucking or licking. 


An organism that lives in/on and solely from 
another. Lice, mites and fungi are all parasites 
which may live in and from humans, and in doing so 
can sometimes cause disease. HIV is a parasite that 
cannot live outside of animal cells. 


A living micro-organism or virus capable of 
producing a disease. 


The form of sexual intercourse when the penis is 
inside the vagina or rectum, and ejaculation takes 
place. 


People are said to have PGL when they have 
persistent swelling of lymph glands in the groin and 
other areas over three months or more. 


see PERSISTENT GENERALISED 
LYMPHADENOPATHY. 


One of the OPPORTUNISTIC INFECTIONS seen 
in immune-suppressed people. It is caused by a very 
common, air-borne organism which 1s normally 
destroyed by healthy immune systems. It is one of 
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the most common opportunistic infections seen in 
people with AIDS. 


A new technique that can find one DNA molecule in 
a million, and then multiply that target molecule 
more than a billion times so that it can be detected 
by other tests. At present it remains a research tool 
only. It has enabled scientists to be clearer about the 
presence of infection in infants (when maternal 
antibodies confuse the picture), and to show that a 
large number of people do not make antibodies for 
some years after being infected. 


The baby of a woman who is infected with HIV can 
itself be infected with HIV from the mother whilst in 
the womb. Different studies point to different 
chances for this infection to occur, from 20% to 
50%. It may be a very difficult choice for an 
HIV-positive woman to determine whether or not to 
become pregnant or proceed with pregnancy. 


The number of cases of a disease is in a population 
or group at a particular point in time. 


Measures aimed at stopping the spread of HIV from 
person to person. As a vaccine against HIV is not 
yet available, the only preventive measure is 
social/educational action. Such action is aimed both 
at helping people understand and adopt ways of 
behaving, which reduce the risk of, or do not allow, 
transmission of the virus, and at setting up conditions 
in the community which facilitate the choice of 
healthier behaviour such as "safer sex". 


When referring to sexual behaviour it means that a 
person does not confine sexual activity exclusively to 
a relationship with one person. The term usually has 
negative overtones, and is commonly used when 
making critical moral judgements about other 
people’s sexual behaviour. Because of this, some 
people now say "promiscuous" means anybody who 
has sex more often than you. 


Person with AIDS/ People with AIDS. The term was 
coined in the USA by PWAs who did not want to be 
referred to as helpless "victims" or "sufferers", 


The portion of the bowel leading to the ANUS. 


— 


RETROSPECTIVE Generally applied to surveys or legislation. Analysis 


of past events. 
RETROVIR See AZIDOTHYMIDINE. 


RETROVIRUS Retroviruses are a class of viruses characterised by 
therir ability to convert RNA to DNA during 
* replication in the host cell (instead of the reverse as 
in most other viruses). To do this it requires an - 
enzyme called REVERSE TRANSCRIPTASE. 
HIV belongs to this group of viruses. 


REVERSE An enzyme which HIV uses to replicate itself. Much 

TRANSCRIPTASE research is being devoted to finding a drug which 
will inhibit reverse transcriptase, and thus prevent 
HIV replication. 


RIMMING Sexual practise involving oral-anal contact, 
especially licking. 


RISK Used in terms such as risk factor, risk activity, risk 
group. Implies that there is a likelihood of infection 
in the activity or group, or if exposed to the factor 
concerned. Nowadays there is reluctance to talk of 
risk groups since people have tended to define all 
those members of the group as potentially 
"dangerous", rather than of being in danger - which 
latter was the original intention of the word. 


RNA Ribo-Nucleic Acid. Material inside a cell used to 
make the structural and functional components of a 
cell. HIV carries RNA which is inserted into a cell 
and used to make up DNA that can replicate the 
virus. 


SAFE SEX | Any sexual activity between two uninfected people is 
safe. Any activity which does not involve the entry of 
infected material into the body is safe - eg use of 
sterile equipment, masturbation. 


SAFER SEX Those sexual practises which reduce the risk of 
transmitting HIV during sexual activity, eg condom 
use. UNSAFE SEX, on the other hand, allows the 
introduction of fluids that can transmit HIV (semen, 
blood or vaginal fluid) into the body during sex. 


SAFER USE Those IV needle/syringe drug administration 
techniques which reduce the risk of transmitting 
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HIV. Safer use refers to intravenous drug users not 
sharing needles and syringes or any IV equipment 
such as water filters and spoons. If sharing is 
unavoidable, decontaminating syringes with bleach 
or alcohol solutions before re-using is recommended. 


When an individual who is HIV antibody negative 
becomes antibody positive after exposure to the 
virus, ie blood serum has converted from negative to 
positive. During this process the person may suffer 
an acute illness. In the case of HIV infection, the 
symptoms may be those of flu and/or swollen glands. 
Sometimes no symptoms are observed. 


The physical union associated with sexual 
stimulation, which usually, but not exclusively 
involves penetration of, or by, the sexual organs (see 
COITUS). In vaginal intercourse the male penis 
penetrates the female vagina. In oral intercourse, 
the lips, mouth and tongue are used. In anal 
intercourse, the anus is penetrated. 


The total of an individual’s sexual make-up. It 
includes inherited and acquired factors such as 
physique, attitudes, values, experiences, and 
preferences. It especially includes the feelings of 
Satisfaction or dissatisfaction which an individual has 
about being male or female and about his/her 
personal sexual behaviour and sex life. 


Any disease or illness which can be transmitted 
during sexual activity. Such diseases may (or may 
not) also be transmitted by other routes. Used to be 
referred to as Sexually Transmitted Disease, but this 
could imply that it is the only route of infection. 


There have been many attempts to describe the 
progress of HIV infection to AIDS. After infection, 
the first stage can either be without symptoms or 
with very minor ones. After varying periods of time, 
an infected person may go on to the next stage 
(which may, in fact, be still part of the first stage), in 
which swelling of the lymph glands may occur 
(PERSISTENT GENERALISED 
LYMPHADENOPATHY). After this, infected 
people may finally develop AIDS. The 
classifications are unsatisfactory because each Stage 
seems to merge into the other, different symptoms 
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are found in different countries, and different 
individuals take different periods of time to develop 
each Stage. The process is now regarded more as a 
continuum, though some people may not progress 
along the whole way to develop AIDS. 


STD An abbreviation for SEXUALLY 
» TRANSMISSIBLE DISEASE. 


SYNDROME A set of symptoms and signs resulting from a single 


cause, Or SO commonly occurring together that a 
definite pattern is apparent. 


T-CELL RATIO The proportion of T-HELPER to T-SUPPRESSOR 
cells. In a healthy person, this proportion is 
approximately 2:1. In AIDS, it drops below 0.5:1 (ie, 


inverts). 
T-HELPER Also called T4 cells. These are one type of WHITE 
CELLS BLOOD CELL or LYMPHOCYTE that helps in 


defending against disease by initiating antibody 
production. In people with AIDS, T-Helper cells are 
so depleted that the immune system no longer fights 
off disease, and opportunistic infections can occur. 


T-SUPPRESSOR Also called T8 cells. These are another type of 

CELLS lymphocyte or white blood cell. They inhibit 
antibody production when an infection has been 
dealt with. 

THYMUS The gland responsible for the development of 


lymphocytes (hence they are called T-cells). 


TOXOPLASMOSIS An infection caused by a protozoan parasite. 
Transmission may occur from mother to child across 
the placenta, by ingestion of raw or undercooked 
meat, or by exposure to animal faeces - most notably 
of cats. Many people show up on a blood test as 
having been infected, but have not had any 
symptoms. For people with AIDS, it is an 
OPPORTUNISTIC INFECTION which can cause 
severe illness including brain abscesses. 


TRANSMISSION The spread of infectious PATHOGENS from one 
person to another. The most common methods of 


HIV transmission are the entry of infected semen or 
vaginal fluid into the body during sex, and of 
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infected blood into the body during sharing of [VDU 
equipment. 


See SAFER SEX. . 


A substance which contains the ANTIGEN of an 
organism. In the vaccinated person, it stimulates 
active immunity and future protection against 
infection by that organism. 


Abbreviation for Venereal Disease. It means the 
same as SEXUALLY TRANSMISSIBLE 
DISEASE. The latter term is more readily 
understood and has replaced the term VD. The 
word "venereal" is taken from "Venus", the Roman 
goddess of love. 


An extremely small organism visible only with an 
electron microscope. Viruses cause a wide variety of 
disease in humans, including some cancers. They do 
not respond to treatment with antibiotics. 


A form of sexual activity in which one partner 
urinates on the other. 


A type of test used to detect HIV antibodies. More 
accurate, but much more expensive than ELISA. 
There remain problems with its standardisation. 
When there is a low prevalence of HIV, FALSE 
POSITIVES remain unacceptably high (except in 
such uses as screening of blood). 


Cells in the blood that are responsible for fighting 
infection. There are several types of white blood 
cell, including LYMPHOCYTES. The other main 
whole cells in normal blood are red blood cells, 
responsible for carrying oxygen. 


The period of time when a person has been infected 
with HIV, but has not yet produced antibodies. This 
period is usually no longer than three months. A few 
individuals take longer to produce antibodies - some 
have not formed antibodies after three years of 
infection. The virus is in the blood, and may be 
detected by an ANTIGEN test, but an antibody test 
will be negative. 


See AZIDOTHYMIDINE. 


Questions you may want to ask 
when developing a programme 


Target audiences/groups 
Which group(s) do you plan to reach? 
Why have you selected this group? 


Why is HIV likely to be a major problem for this group — now or in the 
future? 


Programme Activities 


How does the programme plan to reduce the transmission of STDs 
(including HIV) in the target groups? (for example, providing 
information, services, or counselling, or addressing underlying 
socio-economic problems). 


What steps will you take in contacting and working with the target 
group(s)? 
How will you involve the target group in the design and implementation 


of the project? (For example, in the development of strategies, services 
or educational materials). 


How is this project integrated into your existing programmes with this 
group? 


What difficulties do you have with these existing programmes, and how 


do you propose to tackle them? 


. . e e 9 
In what ways will this project strengthen your existing programmes : 


In what ways do you propose to develop this project to benefit more 
people? 
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Training 
What training or re-training of FP staff is required to ensure that ‘ 


- they acknowledge their own feelings towards sexuality, sexual health 
and AIDS? 


- their knowledge about STDs and HIV is adequate? 
- they have an opportunity to practise new skills? | 


- their approach to programmes will be appropriate? 


Coordination | 
— 

How will the proposed activities complement and supplement activities 

being undertaken by other organisations in your country and contribute. 

to the national plan? 7 


Advocacy 
Which group(s) do you aim to influence? 
Why is it important to influence this group? 


What changes in knowledge/ attitudes/ behaviour do you aim to bring 
about in this group? 


How do you propose to achieve these changes? 


How will you measure the impact of your advocacy? 


Supplies 
Do you have or expect an increased demand for condoms/ spermicides? 


What supplies are required over what period? How will you meet the 
future recurrent costs of the supply? 


Have you approached your existing condom suppliers for these increased 
supplies? What was the result? 


Are condoms kept in poor storage conditions (eg markets, street 
vendors, community-based distribution systems)? What should be done : 
to improve the situation? Do you need to establish a batch testing i oe 
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What other supplies (gloves, needles etc) are needed? How will you 
incorporate this need into future recurrent expenditure? | 


Resources 


What short-term consultants (local or otherwise) may be useful for the 
initial support of FPA activities? 


Will you require additional funding, or can you make do on your existing 
budget? 


Evaluation 


How will you monitor and evaluate this programme? How will target 
groups be involved in this monitoring and evaluation? 


How many people in different groups do you reach with different 
activities? (Records of the numbers of group meetings and counselling 
sessions held; numbers of media presentations and leaflets distributed; 
numbers of condoms and spermicides distributed) 


What indicators can you use to measure the extent to which your 
programme reaches those in need? (Mere numbers won’t really help 
here). How will you define those in need? With whom do you work in a 
community to help you in this? 


How well are different activities carried out? 


Have you held individual and small group discussions with both workers 
and users about their feelings, problems and needs around each activity? 


How long do counsellors spend with each client? Do they talk about 
sexual health when appropriate, encouraging clients to talk about their 
concerns, explore options and make their own decisions? 


based on their 


Are media and materials developed with target groups, 
ciated on 


needs and situations? Are they well understood and appre 
testing? 


Are reliable condoms and spermicides easily available to those who need 


them? 
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What is the outcome of the activities? 
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Have you involved the target audience in the evaluation of the outcome yet: 
of programmes which aim to change sexual behaviour? Did the men try | ‘ 
using condoms? What were the problems? Will they continue to use ; 
them? Did the sex education class help girls to say no to unwanted sex? 
Have women increased their income? 


(A private, anonymous questionnaire on sexual behaviour may provide 
quantitative evidence of changing practices, but people may merely give 
the answers that they believe are wanted. Questionnaires are notoriously 
open to bias and error, and are generally not recommended in this type 
of work.) 


Is there a continuing rise in the uptake of condoms and spermicides? 


Is there a decrease in the incidence of all STDs (and perhaps unplanned 
pregnancies)? 


How many girls are now leaving school with an occupation? 
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This manual i is intended to be a planning and 
programming document for senior family planning | 
staff and for people whose work is related to family . 
planning . It gives detailed information on all aspects 


of HIV and AIDS, and examines the implications of _ 
this information for the different oyroonony of family 


paaneing programmes. o 
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